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ABSTRACT
This study aims to make a contribution to knowledge about how to implement
evidence in residential aged care. The context for the study was the Encouraging
Best Practice in Residential Aged Care Program, funded by the Australian
Government to facilitate the implementation of evidence-based practice in
residential aged care. The study drew on the experiences of those involved in the
program to answer the question: what mechanisms influence the implementation of
evidence-based practice in residential aged care and how do those mechanisms
interact?
The methodology used grounded theory from a critical realist perspective, informed
by a conceptual framework that differentiates between the context, process and
content of change. People were purposively sampled and invited to participate in
semi-structured interviews. Fifty-one people were interviewed, in 44 interviews,
between September 2009 and November 2010. With three exceptions, all interviews
were conducted in person. Participants had direct experience of implementation in
87 facilities, across nine areas of practice, in diverse locations. Sampling continued
until data saturation was reached. Literature was used to inform all stages of the
study. The quality of the research was assessed using four criteria for judging
trustworthiness: credibility, transferability, dependability and confirmability.
Data analysis resulted in the identification of four mechanisms that accounted for
the events that took place and the experiences of those events. The core category
that provided the greatest understanding of the data was the mechanism On
Common Ground. A series of factors – conversation, language, how care was framed,
whether a proposed change ‘made sense’ and whether colleagues were alike or not
alike in some way – were identified by participants as important elements of
‘common ground’; all of these factors served to place, or not place, individuals On
Common Ground.
Participants described learning as an essentially creative process, rather than simply
the transmission of information from one person to another. At the core of creating
knowledge was the mechanism Learning by Connecting, whereby people were able
to connect new knowledge with existing practice and knowledge, think ‘outside the
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square’ to connect with additional knowledge and make connections between
actions and outcomes.
The process of integrating new practices took place in facilities that were highly
structured in terms of routines, technologies, documentation systems, accreditation,
funding and staffing. Relatively simple changes took place within complex
structures, providing care to residents with complex needs. As the study progressed
it became apparent that it was less about implementation of evidence-based practice
than about the broader question of how to implement practice change. The fact that
a change in practice was evidence-based had little influence on implementation.
Participants described a situation where any new practice, whether evidence-based
or not, had to compete with an existing set of constantly shifting priorities.
Reconciling Competing Priorities was an ongoing mechanism whereby new practices
either became part of routine care or did not. Even becoming part of routine care
was no guarantee that a new practice would take place all the time – it always had to
compete with other priorities.
The mechanism Exercising Agency had close links with Reconciling Competing
Priorities, bridging the gap between agency and action. It was the human dimension
of change, both individually and collectively, that made things happen. Individuals
may have possessed the necessary skills and knowledge to effect a change in
practice, they may have learnt all there was to know about a proposed change, and
they may have been able to reconcile the priorities facing them on a particular day,
but they could still choose whether to act or not.
The findings include many of the factors identified in the literature about how to
change practices, but in a way that provides some explanatory power; this fits the
definition of theory, albeit a tentative theory. Changes in practice did not result from
a simple set of causal links. The various relationships between the four mechanisms
were more subtle than that, and best described as ‘patterns of association’.
This study’s various findings are consistent with the findings from other research,
but the way they fit together is novel and adds to current knowledge about how to
improve practices in residential aged care. The mechanisms open up many
possibilities for further research, both within residential aged care and in health
care more generally.
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CHAPTER 1

INTRODUCTION

This study aims to make a contribution to knowledge about how to implement
evidence in residential aged care. Despite a considerable body of relevant research,
there is still much to learn. In comparison to health care, evidence-based practice in
residential aged care is a relatively under-researched area, despite the complexity of
caring for a predominantly elderly group of people with high-level needs, in an
institutional setting. Residential aged care will grow in importance in coming years
with the ageing of populations, not only in Australia but throughout the developed
world.
The concept of evidence-based practice is well established in health care. What is
not so well established is ‘how to do it’ – how to turn the concept into a reality by
using the best available evidence to inform current practice. The evidence from the
literature indicates that nothing works all the time. According to an oft-quoted
phrase there are ‘no magic bullets’ that can be used in all circumstances (Oxman,
Thomson et al. 1995).
There are many reasons for this, including differing views about what constitutes
‘evidence’, the constantly evolving nature of evidence and the often-intractable
nature of existing practice. What at first seems so obvious – to base what is done on
what has been shown to work best – is surprising difficult to achieve. Previous
research has tended to focus on how to change the practices of individuals rather
than answer the question of how context influences strategies to change practices.
As will be explored in the literature review (Section 2.5.1), a useful distinction can
be made between interventions (the changes which residents experience) and the
strategies that are used to implement those interventions. Implementation
strategies should be evidence-based, just as interventions should be evidence-based.
The aim of evidence-based practice is to take interventions with demonstrated
effectiveness and implement those interventions effectively. Many factors have been
shown to influence implementation, including the evidence itself, the process of
implementation, the context within which implementation takes place and the
systems and resources used to support implementation (Masso and McCarthy
2009). Conceptual frameworks have been developed to incorporate these factors,
but the frameworks tend to be more descriptive than explanatory. The search for
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explanation to understand implementation of evidence-based practice in residential
aged care lies at the core of this study.
The context for the study was the Encouraging Best Practice in Residential Aged
Care (EBPRAC) Program, which commenced in 2007. The Centre for Health Service
Development at the University of Wollongong was funded to conduct a ‘metaevaluation’ of the program. The impetus for undertaking this study arose from the
personal interests of the researcher and gaps in current knowledge about evidencebased practice in residential aged care. The Australian Government Department of
Health and Ageing (the funders of the EBPRAC program) were approached in 2008
and supported the study. Over a period of about 18 months the study became
focused on a specific research question: what mechanisms influence the
implementation of evidence-based practice in residential aged care, and what are
the relationships between those mechanisms?
Residential aged care provides services to people, primarily elderly people, who are
amongst the most vulnerable in society. It is essential that the resources devoted to
their care are used wisely, in a way that maximises the quality of care. The sector,
which receives considerable attention from politicians and the media, has
experienced considerable change in recent years and is the subject of constant
review. How well the sector operates has an impact not only on the residents it cares
for but also on their many relatives and friends. It is an area worthy of ongoing
research.

1.1 EBPRAC PROGRAM
The aims of the EBPRAC program were to achieve evidence-based improvements for
residents and staff in government-subsidised residential aged care facilities,
disseminate what was learnt to a wider audience and build community confidence in
residential aged care. Previous government support for evidence-based practice
within residential aged care had included the development of some clinical
guidelines (such as falls prevention and palliative care) but included no dedicated
funding for implementation. The EBPRAC program represented Australia’s most
comprehensive, coordinated approach to implementing evidence-based practice in
residential aged care.
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The Department of Health and Ageing selected the clinical areas for the program
based on an internal review of issues arising from complaints within residential
aged care and the process of residential aged care accreditation. The program had
two funding rounds: Round 1 commenced in late 2007 and consisted of five twoyear projects; Round 2 commenced in late 2008 and consisted of eight two-year
projects. Projects were selected by open tender, with funding averaging $AUS 1
million per project, inclusive of a project-level evaluation. One project focused on
each of the following areas of practice: pain management, nutrition and hydration,
falls prevention, oral health, use of PRN medications, wound management and
infection control. Three projects focused on palliative care and three on behaviour
management. Each project consisted of a lead organisation working with a group of
facilities, and each lead organisation was funded to conduct a project-level
evaluation. Details of the funded projects are included in Appendix A. In total, the
program was conducted at 108 locations in all states of Australia.
Each project was required to produce a final report, of which four have been
published (Byles, Perry et al. 2009; Fricker and Lewis 2009; Edwards, Anne Chang et
al. 2010; Parker, Hughes et al. 2010).1 The evaluation of the program was published
in August 2011 (Masso, Westera et al. 2011).
There are various ways of categorising implementation strategies, of which the most
recognised is that developed by the Cochrane Effective Practice and Organisation of
Care (EPOC) Review Group (2007); this model was used to categorise the
implementation strategies in the EBPRAC program (Table 1-1). 2 The most
frequently used strategies were incentives for participation (payments to
participating facilities), education and the use of local facilitators (variously
described as champions, link nurses and resource nurses). Four projects used
environmental audits (not referred to in Table 1-1) to make changes to the physical
environment to prevent falls and improve behaviour management.

1

The evaluation reports for each project were prepared on the understanding that each

would be made publically available.
2

An amended version of Table 1-1 appeared in the final report of the EBPRAC evaluation.
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Table 1-1

Summary of implementation strategies

Category of implementation strategy3

No. of

Examples

projects
Strategies aimed at staff working in facilities
Distribution of educational materials

10

Development and distribution
of flow charts and brochures

Educational meetings

11

Workshops for ‘champions’ or
facility staff

Local consensus processes

3

Action research
Plan-Do-Study-Act cycles

Educational outreach visits (also known as

2

academic detailing)

One-to-one education as part of
a project on use of prn
medications

Local opinion leaders (including 'champions'

10

or 'link nurses')
Resident mediated interventions (new clinical

Champions
Resource nurses

7

information, not previously available, collected

Pain assessments
Oral-health assessments

from residents and given to the facility)
Audit and feedback (any summary of

9

performance on providing care)
Reminders (resident- or encounter-specific

Dementia-care mapping
Rates of infection

1

information intended to prompt someone to

Reminder system for skin-tear
prevention

recall information)
Organisational strategies
Clinical multidisciplinary teams (new team or

3

additional members of an existing team)
Changes to improve continuity of care

Pain-management team
Wound-care network

5

Oral health care plans
End-of-life care pathways

3

In the Cochrane EPOC categorisation system, the term ‘intervention’ was used, rather than

‘implementation strategy’.
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Category of implementation strategy3

No. of

Examples

projects
Communication and case discussion with off-

6

site health professionals

Nutrition support person
External mentor

Changes in physical structure, facilities and

4

equipment

Environmental modifications
Purchase of beds and hip
protectors

Financial strategies
Institutional incentive

13

Back-fill costs for staff training
Purchase of equipment

As indicated in Table 1-1, implementation strategies were predominantly aimed at
changing the behaviour of those working in facilities, rather than making
organisational changes. Learning was assisted in some cases by education and
facilitation approaches that were quite novel for residential aged care (for example,
academic detailing, action research, mentoring).

1.2 LINKS BETWEEN THE STUDY AND THE EBPRAC PROGRAM
EVALUATION
The study and the evaluation of the EBPRAC program proceeded in parallel, with
each informing the other. Key milestones for the study and the evaluation are
included in Appendix B. The aim of the study was to develop a theory, grounded in
the experiences of participants; the aim of the evaluation was to conduct a formative
and summative evaluation of the EBPRAC program focusing on six key issues:
program delivery, program impact, sustainability, capacity building, generalisability
and dissemination.
The main link between the study and the evaluation involved the interviews
conducted for this study and the six-monthly progress reports submitted by each
project. The progress reports served two purposes: to inform the program
evaluation and to report to the program funder. Data from the six-monthly progress
reports were used to assist with purposive sampling of people to interview for the
study. For example, one project reported that although two facilities were similar in
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many ways, progress with implementation and the outcomes achieved were very
different, indicating that someone with knowledge of both facilities was a potentially
rich source of data for the study. Data from the project progress reports were also
used to guide some of the questions asked in the interviews, particularly with
participants from lead organisations. The progress reports also provided a
comparative data source for the data collected from the interviews. Further details
about how the project progress reports informed the study are included in the
chapter on methods (Section 4.5.6).
Data from the interviews were used to inform the evaluation findings. To do
otherwise was considered to be unethical, inappropriate and impractical. It would
have meant withholding knowledge gained from the study that could improve the
quality of the evaluation. The extensive literature review undertaken for the thesis
also informed the progress of the evaluation.
Reflecting on the conduct of both the study and the evaluation suggests it is not
always possible to unravel what was part of the study and what was part of the
evaluation, given the role of the study researcher as the chief investigator for the
evaluation. Despite this, the content of this thesis represents the sole work of the
researcher, unless otherwise referenced or acknowledged.
Some data from the evaluation have been included in this thesis in three appendices
(A, C and J). In addition, some material from the evaluation has been included in the
body of the text, indicated either with a footnote (as with Table 1-1 in this chapter),
or by citation i.e. ‘(Masso, Westera et al. 2011)’. In all such instances (for example,
the categorisation of implementation strategies in Table 1-1), the work was
undertaken by the researcher, without involvement of other members of the
evaluation team who focused on other aspects of the evaluation.
Forty-one of the 44 interviews for the study (three interviews were conducted by
phone) involved travel and accommodation expenses. Five interviews involved only
car travel in NSW, the home state of the researcher, the costs of which were borne
by the researcher. Four interviews were timed to coincide with travel undertaken as
part of the evaluation. In these instances the only additional costs were minor
sundry expenses paid for by the researcher. For 32 interviews, travel and
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accommodation were funded by the researcher from his University education
account, for a total of $6,181.

1.3 RESIDENTIAL AGED CARE IN AUSTRALIA
1.3.1 Background
Residential aged care in Australia provides care to approximately 166,370 people in
2,772 facilities, of which approximately 60% are not-for-profit and run by religious,
community-based or charitable organisations (Australian Institute of Health and
Welfare 2011). 4 The major funding sources are subsidies from the federal
government, with some involvement of state governments. Between the two levels
of government the total annual public cost of residential care is $7.3 billion
(Productivity Commission 2011a). The regulation of residential aged care is
primarily the responsibility of the Australian Government. The recent review of aged
care by the Productivity Commission (2011a) found that regulation of residential
aged care ‘is both extensive in scope and intensive in its level of detailed
prescription’ (p 32).
There are two types of residential care. Low-level care includes the provision of
accommodation and services such as laundry, meals and cleaning, with some
assistance for personal care services, including bathing, toileting, eating and
dressing. High-level care provides additional services, such as more complex nursing
and medical care and the provision of equipment. People can enter a facility as a
low-care resident and graduate to high-level care without changing their location
within the facility, known as ‘ageing in place’. A relatively recent change has been
the introduction of ‘extra services’ whereby residents pay more in return for better
accommodation and a range of additional services, thereby introducing a ‘quality
gap between the well-to-do and the less well-off’ (Abbey, Froggatt et al. 2006, p 5).
The dependency of residents in residential aged care has been increasing, at least
since the introduction of the Aged Care Act 1997 (Andrews-Hall, Howe et al. 2007;

4

As at 30 June 2010.
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Gargett 2010; Productivity Commission 2011a).5 Seventy per cent of residents are
classified as high-care, with the remainder classified as low-care (Australian
Institute of Health and Welfare 2011). The number of residents is increasing and the
proportion aged 85 years and over is increasing even faster. Fifty-two per cent of
residents have a diagnosis of dementia (Australian Institute of Health and Welfare
2011). The median length of time spent in permanent residential care is estimated
to be 1.2 years for males and 2.2 years for females (Productivity Commission
2011a), with 70% of residents being female (Australian Institute of Health and
Welfare 2011).
The clinical issues influencing the quality of care can be categorised into four
domains:


Health management (e.g. management of dementia, depression, pain and
medications).



Behaviour management (e.g. management of challenging behaviours).



Care planning and coordination.



Prevention of injury and illness e.g. falls prevention, infection control
(Department of Health and Ageing 2005).

All four domains were covered by the projects in the EBPRAC program, with a
different emphasis in each project.
In addition, a wide range of psycho-social and cultural issues affect quality of care or
quality of life, including the physical environment; meals and food service; the level
of social interaction; residents’ sense of autonomy and control; and relationships
with staff (Department of Health and Ageing 2005).

1.3.2 Health care, residential aged care and evidence
As indicated in the literature review (Chapter 2), most of the evidence about clinical
practice and how to make it more evidence-based is derived from studies
undertaken in health care, primarily involving hospitals and doctors, rather than in
residential aged care. Only 2% of research involving the elderly is undertaken in
5

The Aged Care Act 1997 introduced the Resident Classification Scale, a single instrument for

assessing resident dependency.
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residential aged care (Rolland, Abellan van Kan et al. 2009), leading to the
observation that ‘most clinical protocols applied to nursing home residents rely on
very little scientific background. The least evidence is available for care of the group
at greatest risk’ (Rolland, Tolson et al. 2011, p 410). There are considerable
differences between hospitals and residential aged care facilities, particularly in
terms of staffing (explored further in Section 1.3.5) and the aims of care, which
raises the issue of whether research conducted in one context is relevant to the
other.
In 1997 a package of reforms, including a new funding system for residential aged
care and the establishment of an Aged Care Standards and Accreditation Agency to
monitor standards, resulted in significant changes within the industry. The Aged
Care Act 1997 remains the key legislation governing residential aged care. The aim
was to move towards more of a ‘resident-centred care’ perspective. However,
studies in Australian facilities cast some doubt on the extent to which this has been
achieved. One observational study found that communication between residents and
staff were ‘infrequent, of short duration and oriented to physical care’ with the
authors concluding that ‘the poverty of interaction is of serious concern’. Staff
tended to ignore independent behaviour by residents but supported dependent
behaviour (Edwards, Gaskill et al. 2003, p 35). In a similar vein, Tuckett draws a
distinction between ‘doing-for (instrumental care) over being-with (empathic
engagement)’ and found that the former took priority, based on his own study and a
review of the literature (Tuckett 2005, p 222). The emphasis on ‘doing for’ has
emerged elsewhere (Black and Haralambous 2005). Research into the relationships
between families and facility staff found that staff wanted to be in control, with the
facility seen as ‘their domain’, a place where families and residents have a
subordinate role (Bauer 2007).
One reason for these findings may be two conflicting discourses about the purpose
of facilities, one with a focus on maximising resident independence, the other with a
focus on providing care for those approaching the end of their life. At a policy level
the aim is to provide a home-like environment, which implies less need for nursing
and medical care, but many residents require high-level care (O'Connor and Pearson
2004).
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These contradictions are well summarised by one of the participants in this study:
There is quite a tension I think at the moment between providing a residence for
those older people and providing medical care. It is almost like the two don’t fit
that well together. It’s a bit like prisons being either rehabilitative or punitive. And
you want both, but it’s hard to achieve both in the same environment just by
virtue of the fact that allowing people space, allowing them their own rooms, not
interfering with what they’re doing may not always be the best medical care that
can be delivered for those people. So the difficulty is because it has gradually
evolved into more of a residential model the skill level of the staff has changed, or
the requirements of the skill level has changed, and therefore there isn’t the
capacity there any more to be providing as good medical care as what there was
... the care needs if anything have increased in a major way. The sector has been
deskilled in a major way at the same time. (10L)
These contradictions appear unresolved. Residents require clinical care that is often
quite complex. Evidence about, for example, pain management, wound management
and infection control may thus seem as applicable to residential aged care as it does
to the context (primarily health care) in which that evidence was generated.
However, the different contexts may require adaptation of the evidence to account
for differences in staffing, environments, resident preferences and the aims of care.
It is interesting to consider the evidence implemented in the EBPRAC program,
details of which are included in Appendix C, in light of the debates about clinical care
and home-like environments. At first glance much of the evidence has a strong
clinical focus but closer examination reveals a more nuanced picture. For example,
the palliative-care guidelines include considerable material on the assessment and
management of physical symptoms, but there are also sections on social support,
intimacy, sexuality, cultural issues and spiritual support (Department of Health and
Ageing 2006). The nutrition and hydration guidelines include recommendations
about assessing and monitoring nutritional needs, but also include ways to
encourage residents to be independent at meal times and provide a pleasant dining
experience (Bartl and Bunney 2004). Much of the evidence that formed the core of
the behaviour management projects takes a very broad perspective, including the
provision of a suitable physical environment.
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The point was made at the beginning of this section that many of the clinical
protocols that are used in residential aged care have a limited scientific background.
Although this is correct, it is unlikely to change anytime soon, largely due to the
difficulties conducting research involving such vulnerable people. An example of
how best to proceed in this situation can be found in the development of the
palliative-care guidelines for residential aged care (Department of Health and
Ageing 2006). The process of developing the guidelines included a systematic
review of the literature but relied heavily on expert opinion to judge the relevance of
the research evidence to residential aged care. For example, if the participants in a
particular study were aged 65 years and older and institutionalised the results of
that study were considered to be relevant, and hence included in the development of
the guidelines. This seems like a sensible approach.

1.3.3 Funding
The funding of residential aged care changed with the 2008 introduction of the Aged
Care Funding Instrument (ACFI). The ACFI categorises residents based on an
assessment of their need for care rather than the care delivered, as was the case
with the previous funding instrument. It was intended that this would reduce the
need for ongoing documentation of the care provided, with the use of care plans, for
example, reverting to the original intention of planning care rather than as a
justification for funding. The recent review of ACFI argued that documentation
requirements had reduced, although this was primarily in terms of a reduction in
the number of formal assessments, rather than day-to-day documentation of
resident care (Department of Health and Ageing 2011).
The subsidy paid by the Australian Government has three components, based on the
ACFI:


Activities of Daily Living (ratings on nutrition, mobility, personal hygiene,
toileting and continence to determine the level of basic subsidy).



Behaviour Supplement (ratings for cognitive skills, wandering, verbal
behaviour, physical behaviour and depression).



Complex Health Care Supplement (ratings for medication and complex
health-care procedures) (Department of Health and Ageing 2007a).
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All three of these components were featured in the EBPRAC program. For example,
one project focused on nutrition, three projects focused on behaviour management
and three projects focused on palliative care, considered to be complex health care.
The structure of the ACFI highlights the importance of resident assessment, an issue
that arises in the study findings.

1.3.4 Accreditation
The system of accreditation, which is the responsibility of the Aged Care Standards
and Accreditation Agency, consists of four standards:
1) Management systems, staffing and organisational development.
2) Health and personal care.
3) Resident lifestyle.
4) Physical environment and safe systems.
Across the four standards there are 44 expected outcomes, the wording of which is
enshrined in legislation, reflecting the close association between quality and
regulation. The standards share three expected outcomes – continuous
improvement, regulatory compliance and education and staff development –
indicating the importance placed on these outcomes. Accreditation seeks to promote
continuous quality improvement while at the same time ensuring compliance with
minimum standards, although there is a tension between the two objectives
(Department of Health and Ageing 2007a). The standards are very broad and have
been described as ‘intangible and subjective’, resulting in a situation where it is
preferable to monitor and measure the processes that are in place, rather than just
the outcomes (Ranasinghe and Miller 2006). This is consistent with the evaluation of
the EBPRAC program which found that there was better evidence for improvements
in processes of care than for improvements in resident outcomes (Masso, Westera et
al. 2011).
Care planning is pivotal to the expected outcomes in the accreditation standards
that focus on residents, with references to the need for plans for nursing care, pain
management, palliative care, nutrition and hydration, skin care, continence
management, mobility and dexterity, oral and dental care, promoting natural sleep
and overall lifestyle, as well as ‘planned strategies’ for behavioural management,
independence, friendships, participation, privacy, dignity, leisure interests,
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activities, interests, customs and beliefs (Aged Care Standards and Accreditation
Agency 2007). Even allowing for the fact that the complexity of all these plans is not
prescribed (in other words, simple plans would suffice) it is difficult to reconcile
such a high level of planning with the philosophy that residents are living in their
home.
There is a perception within residential aged care that the quality of care has
improved since the introduction of accreditation, although the administrative
requirements tend to be seen as a burden (Department of Health and Ageing 2007a).
Concerns were expressed amongst those involved in the Productivity Commission’s
recent inquiry into aged care that accreditation was too much about ‘ticking the
boxes’ in terms of processes and documentation, rather than outcomes (Productivity
Commission 2011b).
The strong regulatory approach in residential aged care is based on the principle of
‘pick problems and fix them’, with increasing levels of enforcement if problems
cannot be fixed. This has been conceptualised as a regulatory pyramid, with
education and persuasion at the base of the pyramid and sanctions at the apex of the
pyramid (Braithwaite, Makkai et al. 2007). Sanctions are rarely imposed, but can
take a variety of forms, including suspension of funding for new residents and
appointment of a nurse adviser. There is some evidence that the deterrent effect of
sanctions has contributed to an improvement in quality (Ellis and Howe 2010).

1.3.5 Workforce
There are some key features of the residential aged care workforce:


Approximately two-thirds of employees providing direct care are personal
carers, a proportion that increased between 2003 and 2007, the latest years
for which figures are available.



The proportion of direct care provided by nurses, both registered and
enrolled, has been declining (from 2003 to 2007).



The estimated proportions of registered nurses, enrolled nurses and
personal carers employed as permanent full-time employees are only 16.6%,
10.5% and 6.7% respectively. The majority are employed part-time (68.6%
of all direct-care staff) or on a casual/contract basis (22.3%) (Martin and
King 2008).
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The ‘typical worker’ is described as ‘female, Australian born, aged about 50, married,
in good health, has at least 12 years of schooling and some relevant post school
qualification and works 16-34 hours per week’ (Richardson and Martin 2004, p 3).
Turnover of staff is a feature of the industry, with annual turnover of about 25% for
personal carers and about 20% for nurses (Richardson and Martin 2004).
The reliance on personal carers to provide the bulk of care, along with the very high
proportion of part-time and casual staff, have the potential to significantly influence
the way care is organised. For example, the difference in the proportion of nursing
staff and personal carers raises the important issue of how responsibility for care is
delegated and supervised. Small-scale research in the UK indicated that registered
nurses working in long-term care saw their role as all-embracing, which resulted, at
least in part, in them having difficulty working out what could be delegated to care
assistants (the UK equivalent of personal carers). Care assistants found it easier than
registered nurses to understand their role, primarily in terms of what they did not
do (Perry, Carpenter et al. 2003). The all-embracing nature of the registered nurse
role was also found in a Canadian study in which charge nurses described their role
as ‘highly complex and unpredictable’ with a need to ‘balance competing resident,
family, staff, management, and regulation demands, while completing all of their
responsibilities’ (McGilton, Bowers et al. 2009, p 737). There is no equivalent
Australian research other than a small-scale study indicating that personal carers
were working beyond their role in the management of pain, without adequate
supervision (Holloway and McConigley 2009).
Research in the USA indicates that care is delegated in one of two ways, referred to
as ‘follow the job description’ and ‘scope of practice’. The former is essentially about
working according to the chain of command established by job descriptions, policies
and other institutional rules, with a focus on task completion rather than resident
outcomes. The ‘scope of practice’ approach is more challenging, requiring
consideration of multiple factors as registered nurses work out the best way of
organising care across the different categories of staff: ‘nurses had to accept more
uncertainty in their daily work environment, as they negotiated the boundaries of
staff skill, scope of practice, and facility-level or corporate-level policies and
procedures’ (Corazzini, Anderson et al. 2010, p 11).
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There is some evidence from an Australian study that the role of registered nurses
has become more removed from the provision of nursing care, taking on other roles
such as care facilitation and facility management, with little involvement in
evidence-based practice (Hunter and Levett-Jones 2010).

1.4 GENERAL APPROACH TO THE RESEARCH
As a result of the initial literature review, the conceptual framework developed by
Andrew Pettigrew was used to help frame the research. Pettigrew argued that
research into organisational change should examine the interplay between the
context of change, the process of change, and the content of change (Pettigrew
1985). As will be shown in Section 2.2 of the literature review, this fits well with the
theoretical and conceptual work that has already been done in the area of evidencebased practice. Pettigrew’s framework proved useful up until the intermediatecoding stage of data analysis, at which point more abstract conceptualisation cut
across the ideas of context, content and process.
Research into organisational change can take either a variance approach or a
process approach. In the former, the aim is to explain the dependent variable
(change) by statistical analysis of various independent variables; in the latter, the
aim is to explain ‘how change unfolds’, generally using a broader range of research
designs (Van de Ven and Poole 2005). This study sits firmly within the latter
approach.
According to Miles and Huberman a research methodology should comprise ‘a
rudimentary conceptual framework, a set of general research questions, some
notions about sampling, and some initial data gathering devices’ (1994, p 17). This
perspective informed the approach to this study, underpinned by a ‘critical realist’
perspective, best expressed as follows:
The critical realist position begins by suggesting that it is a mistake to start
with an epistemological assertion. We do know that there are certain
stabilities in our world (event regularity in CR speak), but these do not always
occur (the milk did not get delivered today). If there are event regularities,
albeit unstable ones, there is likely to be something behind this. Equally,
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whatever it is cannot be relied on to be there or to ‘work’ all the time – it
varies with situation and context (Thorpe and Holt 2008, p 65).
The study focused on exploring the event regularities referred to in this quote.
Further details of critical realism and its influence on this study are included in
Section 3.2.
Given the current lack of knowledge about the ‘event regularities’ in residential aged
care, the methods took into account what is known while at the same time seeking
to ‘ground’ the research in the perspectives of key players in a major process of
change. The methods were strongly influenced by the grounded theory approach of
Corbin and Strauss (2008), particularly the method of coding, while taking the
‘eclectic way’ suggested by Flick to use what looks ‘most instructive for your
research’ (Flick 2009, p 435).

1.5 THESIS TITLE
The title of the thesis was inspired by two comments made by research participants:
It was about doing those little things consistently that bring about better
outcomes for residents (21M)
A drink of water stops lots of things. It stops urinary tract infections, skin tears,
constipation and falls and things, low blood pressure has stopped – it is such an
important thing to do, and that has just allowed our carers to have that much
more sense of value about their positions. (40F)
As will be described in the findings, the changes implemented across the EBPRAC
program were relatively small-scale and incremental. However, there was also a
sense that ‘little things matter’ when it comes to providing good care for residents.
Hence the title: It’s the little things that matter: implementation of evidence-based
practice in residential aged care.
The next section provides a guide to the thesis, including the chapter structure and a
table of explanatory terms. The literature review establishes the rationale for the
study, very aptly described by Lempert as providing ‘the current parameters of the
conversation that I hope to enter’ (2007, p 254). This is followed by a chapter which
sets out the case for the philosophy underpinning the study by examining, amongst
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other things, the ontological question of ‘what is the form and nature of reality?’ and
the epistemological question of ‘what is the relationship between the researcher and
what is being studied?’ The methods are then described, including the methods used
to ensure the quality of the study.
The study findings are presented in four chapters, each devoted to a mechanism
identified from data analysis. The findings are preceded by a short chapter (Chapter
5) which introduces the findings and indicates that all four mechanisms are linked.
The four chapters of findings are followed by a chapter which not only briefly
summarises each mechanism but also summarises the links between each
mechanism. The thesis concludes with a discussion chapter and a chapter which
draws conclusions regarding the study findings, explores the implications of the
study findings and makes recommendations for further research.
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1.6 GUIDE TO THE THESIS
The remainder of the thesis contains 11 chapters:
Chapter 2

Literature review
Examines the literature about evidence-based practice, the concept of
implementation, research about implementing evidence in residential
aged care and relevant conceptual frameworks.

Chapter 3

Philosophical underpinnings and methodology
Discusses research paradigms in general, critical realism in particular
and the links between critical realism and the methodology.

Chapter 4

Methods
Details the methods used in the study.

Chapter 5

Preface to results
Provides a brief introduction to the results detailed in the next four
chapters.

Chapter 6

Describes the mechanism (and core category) On Common Ground.

Chapter 7

Describes the mechanism Reconciling Competing Priorities.

Chapter 8

Describes the mechanism Learning by Connecting.

Chapter 9

Describes the mechanism Exercising Agency.

Chapter 10

Summary of findings
Summarises the findings and relationships between mechanisms.

Chapter 11

Discussion
Discusses the findings and conduct of the study.

Chapter 12

Conclusions, implications and recommendations
States the conclusions, implications and recommendations.

Introduction

18

Abbreviations, key terms used in the thesis and the method for attributing
quotations are summarised in Table 1-2.
Table 1-2

Explanatory terms

Term, abbreviation

Explanation

or aspect of thesis
ACFI

Aged Care Funding Instrument

Areas of practice

One of the nine areas of practice in the EBPRAC program (pain
management, nutrition and hydration, falls prevention, oral health,
use of PRN medications, wound management, infection control,
palliative care, behaviour management).

EBPRAC

Encouraging Best Practice in Residential Aged Care Program.

Enrolled nurse

Enrolled nurses complete a Diploma in Nursing or a Certificate IV in
Nursing.

Facility

Shortened form of the term ‘residential aged care facility’.

Lead organisation

Organisation leading an EBPRAC project.

Nursing staff

Includes registered nurses and enrolled nurses, also known as
Registered Nurses Division 1 and Registered Nurses Division 2.

Participants

People interviewed for the study.

Personal carer

Staff providing personal care, also known as assistants in nursing or
personal care assistants. Personal carers usually complete a
Certificate III course in Aged Care.

Project

One of the 13 projects in the EBPRAC program.

Quotations from

Quotations attributed to participants (numbered 1-51) are indented,

participants

italicised and distinguished by whether the person worked:

Registered nurse



for one of the lead organisations (L)



as a facility manager (M)



in a facilitation role within a facility (F).

Registered nurses are university-educated and nationally registered
after completing three years of full-time study. Registered nurses
supervise the work of enrolled nurses and personal carers.

‘this study’

Refers to the research reported in this thesis.
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CHAPTER 2

LITERATURE REVIEW

2.1 INTRODUCTION
The initial review of the literature for this study was undertaken in 2008, published
the following year (Masso and McCarthy 2009) and continually updated since then.6
Literature was used as a source of additional data during data analysis; this involved
accessing literature in particular fields not covered in the initial literature review. To
avoid duplication, that literature is cited in the relevant chapters.
Implementation of evidence-based practice can be considered from a number of
perspectives. At one level, it is about changing the practice of individuals. At another
level, it is about an organisation improving the quality of care. Improvements may
involve the use of novel practices. From a management perspective the concept of
‘change management’ is typically to the fore. Hence, the initial review of the
literature started with a basic premise that evidence-based practice is about taking
something new (the evidence) from one domain (research) and implementing it in
another domain (practice) to change the way individuals and organisations work,
with the aim of improving quality. The result was that the review focused on four
domains of knowledge – evidence-based practice, diffusion of innovations, quality
improvement and change management.
The initial review was largely restricted to other reviews of the literature, including
systematic reviews; discussions of relevant conceptual and theoretical frameworks;
important pieces of work (as evidenced by multiple citations and eminence of the
researchers); and primary studies that examined the implementation of evidencebased practice in residential aged care. Literature searching was largely restricted to
health care and residential aged care. Several important works published in the
period 2004 to 2005 provided a good baseline for the initial literature review in
areas such as diffusion of innovations (Greenhalgh, Robert et al. 2004) and
implementation science (Fixsen, Naoom et al. 2005), both of which extended well
beyond health care, and quality improvement (Shojania and Grimshaw 2005). In the
6

Most of the content of this chapter includes material that is either additional to the

published literature review or a refinement or re-interpretation of the content of the initial
literature review.
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field of change management, Iles and Sutherland (2001) have observed that findings
from the broader (non-health) change management literature may not necessarily
be applicable to the clinical area.
MEDLINE, CINAHL and the Cochrane Database of Systematic Reviews were searched
using combinations of the search terms resident$, aged$, guideline$, evidence$,
implement$, theory, research, context or culture, evidence-based medicine and
nursing, with the latter included because of the predominance of nurses among the
health professionals working in residential aged care. Database searching was
supplemented with snowball searching (pursuing references of references with
some tracking of citations forward in time), searching by key authors in the field and
hand searching of a small number of journals: Quality and Safety in Health Care,
Implementation Science, Journal of Evaluation in Clinical Practice, Journal of
Advanced Nursing, Australasian Journal on Ageing, Worldviews on Evidence-Based
Nursing and International Journal of Evidence-Based Healthcare. Citations were
culled, first by title and then by abstract. In general, the period covered by the
searches went from 2002 to 2008.
The net result was a database of 294 citations, of which the full texts of 190 articles
were retrieved. The papers used to inform the initial review of the literature
included 21 systematic reviews, 17 literature reviews, 36 primary studies, 23 papers
on theoretical and conceptual issues and eight papers classified as expert opinion. Of
the primary studies, 30 were in residential aged care (Masso and McCarthy 2009).
In the literature, the term ‘evidence’ can refer to both an intervention and how it is
implemented, which can be confusing. This study makes a distinction between the
two that has been used to structure the contents of this chapter. The former refers to
the evidence supporting practices that consumers (patient/resident) experience, the
latter refers to the evidence for how to implement those practices, a field best
known in health care as implementation research or knowledge translation
(Estabrooks, Thompson et al. 2006). Other terms such as implementation science or
knowledge utilisation are also used. Knowledge translation has been defined as
‘closing the knowledge-to-action gaps’ (Straus, Tetroe et al. 2009, p 3). The term
‘intervention’ is used here to refer to an evidence-based practice and the term
‘implementation strategy’ is used to refer to a deliberate strategy to implement that
practice e.g. educating people about an intervention.
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Much of what passes for knowledge translation would be categorised outside health
care as knowledge management (Nicolini, Powell et al. 2008). It is interesting to
compare the situation in health care with what happens in the business sector,
where the concept of knowledge management is prevalent. Knowledge
management, as used in business, is primarily focused on maximising the use of
internally generated knowledge, much of it tacit knowledge. Knowledge translation
or evidence-based practice, as applied in health care, has tended to focus on the use
of externally generated, research-based, evidence. There is the potential for greater
use of what has been learned from these two domains of research to understand
how best to synthesise local and externally generated knowledge, including
reconciling the concepts of knowledge translation and knowledge management
(Kothari, Hovanec et al. 2011).
Research into the use of evidence by nurses, the largest professional group within
residential aged care, has generally been framed in terms of research utilisation,
with the number of articles increasing over time but with only limited collaboration
between researchers, and little flow of ideas into nursing from other disciplines
(Estabrooks, Winther et al. 2004). Most of the research has sought to identify
individual-level rather than organisational-level factors that influence the use of
research findings in nursing practice (Meijers, Janssen et al. 2006; Scott-Findlay and
Estabrooks 2006); however, little is known about how to influence the use of
research by nurses (Estabrooks, Floyd et al. 2003; Meijers, Janssen et al. 2006;
Thompson, Estabrooks et al. 2007). The attitude of nurses towards research is the
only individual characteristic positively associated with research utilisation
(Squires, Estabrooks et al. 2011). Those studies of individual research utilisation in
nursing that have used a theoretical framework have typically used Rogers’ diffusion
of innovations framework (Estabrooks, Floyd et al. 2003). The review by Foxcroft
and Cole (2003) of organisational infrastructures to promote evidence-based
nursing practice found no studies that were of sufficient quality to include.
Dearing has drawn the distinction between what researchers collectively know
(which he refers to as the state of science) and what practitioners collectively do
(the state of the art), and suggests that these ‘co-exist more or less autonomously,
each realm of activity having little effect on the other’ (Dearing 2006, p 5). He
argues, from a broader perspective than just health care, that translational research
is closely linked to the diffusion of innovations paradigm but has distinctive features
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and aims to achieve efficiency i.e. broad impact at low cost, rather than effectiveness
(Dearing 2006). This last point is of critical importance, and often goes unrecognised
in a literature that tends to focus on effectiveness rather than efficiency.

2.2 CONCEPTUAL FRAMEWORKS
Theories, models and frameworks are referred to in many different ways in the
literature, including terms such as ‘conceptual frameworks’ and ‘conceptual models’.
The terms are often used inconsistently and as substitutes for each other ‘without
due consideration of the deeper meaning attributed to such term’ (Kitson, RycroftMalone et al. 2008, p 4).
A useful, and straightforward, starting point is the definitions used by Sales and
colleagues:


Theory: a set of logical constructs that jointly offer answers to the questions
‘why’ and ‘how’.



Model: a heuristic framework that joins theory to some specific state or
action that is desired or is to be taken. Models are more specific and concrete
than theory and can usually be shown in a diagram or picture. The term
‘framework’ is interchangeable with ‘model’ (Sales, Smith et al. 2006).

Theories ‘offer views on the causal relationships and seek to explain the
phenomena’, with the potential for many theories to fit within the same framework
(Kitson, Rycroft-Malone et al. 2008, p 5).
Knowledge-translation researchers have only recently begun to use theory to guide
their work and this has largely been limited to single clinical issues and individual
practitioners. It has been argued that there is a need for ‘studies that can be linked
with ongoing natural experiments to understand organization, system and context
factors’ that affect the use of research (Titler, Everett et al. 2007, p S56). Models of
evidence-based practice can focus on increasing the knowledge and skills of
individuals, embedding evidence into local practice (e.g. with clinical guidelines and
protocols) or taking a broader organisation-wide approach (Wilkinson, Kent et al.
2011).
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The use of theory in knowledge translation is ‘extremely limited’, and the
development of a theory, of which developing theory inductively from practice is an
example, ‘is even more scarce’ (Rycroft-Malone 2007). This state of affairs is
somewhat surprising considering the range of theories that are already available:


Theories focused on individuals; e.g. educational theories, motivational
theories.



Theories related to social interaction; e.g. theories about communication,
theories related to team effectiveness, theories of leadership.



Theories related to organisational context; e.g. theories of innovative
organisations, complexity theory, theories of organisational learning and
knowledge management.



Theories related to the political and economic context (Grol, Bosch et al.
2007).

The issue seems to be not so much a lack of theories, but rather a lack of empirical
evidence to support those theories:
The lack of scientific work underpinning even some of the most popular
models for change in health care is striking. One of our conclusions must
therefore be that future studies on change interventions need to focus more
on applying specific theories of change to health care (Grol, Bosch et al. 2007,
p 125).
The role of theories or models is to increase the ability to predict what will result
from a series of actions in particular circumstances. Theories can either describe or
explain, but it has been argued that the latter is more likely to be useful than the
former for those seeking to implement research findings into practice. Such theories
should have the ability to explain individual or group behaviour in terms of factors
that are modifiable (Eccles, Grimshaw et al. 2005).
In general, there are two main sources of theory: the available literature and the
beliefs of stakeholders. The former has the advantage of being based on the
systematic collection and analysis of findings across many studies, but has the
disadvantage of not necessarily matching the program being examined (Weiss
2000). The reverse applies with the beliefs of stakeholders, which are grounded in
the program.
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Models and frameworks have several uses when it comes to implementing evidencebased practice. Of particular relevance are:


providing a frame of reference to increase understanding



providing some guidance about what to focus on



guiding the choice of implementation strategies



facilitating the development of new knowledge (Rycroft-Malone and
Bucknall 2010).

Miles and Huberman (1994) refer to conceptual frameworks as a map of the area
under investigation, pointing out that the quality of the map will improve as the
researcher’s knowledge of the area improves. Conceptual frameworks and theories
have the potential to provide greater understanding about the process of change,
beyond specific implementation strategies such as education, audit and feedback
and the use of facilitators.

2.2.1 Consolidated Framework for Implementation Research
The Consolidated Framework for Implementation Research (CFIR) was developed
by reviewing theories related to dissemination, innovation, organisational change,
implementation, knowledge translation and research uptake (Damschroder, Aron et
al. 2009). The authors of the framework identified 18 theories, and also included the
work of Fixsen et al. (2005) regarding implementation. The CFIR is described as a
‘meta-theory’ that ‘offers an overarching typology – a list of constructs to promote
theory development and verification about what works where and why across
multiple contexts’ (Damschroder, Aron et al. 2009, p 6). The framework includes five
major domains – the intervention, inner and outer setting, the individuals involved,
and the process by which implementation is accomplished – that ‘interact in rich
and complex ways to influence implementation effectiveness’ (Damschroder, Aron
et al. 2009, p 5)
The authors found that little research has been undertaken into the dynamic
interplay between individuals and organisations:
Many theories of individual change have been published, but little research
has been done to gain understanding of the dynamic interplay between
individuals and the organization within which they work, and how that
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interplay

influences

individual

or

organizational

behavior

change

(Damschroder, Aron et al. 2009, p 12).
Two of the most cited frameworks included in the paper by Damschroder et al. are
the Model of Diffusion in Service Organisations from Greenhalgh et al. (2004) and
the PARIHS framework (Kitson, Harvey et al. 1998). Brief details of both frameworks
are included in this section, together with two frameworks that have either been
developed or used in residential aged care.

2.2.2 Diffusion of innovations
Greenhalgh et al. (2004) developed a conceptual model, described as a ‘memory
aide’ rather than a prescriptive framework, which includes what are described as
‘system antecedents for innovation’: the innovation itself, the process of
implementation and various other factors such as communication and linkage. The
model is based on the findings of their extensive systematic review that successful
implementation of innovations is associated with decision-making devolved to
teams on the ground; support, commitment and involvement of senior management;
widespread involvement of staff at all levels; few job changes; availability of timely,
high-quality, on-the-job training; dedicated funding; effective communication and
networking across organisational boundaries; timely and accurate feedback about
the impact of implementation; and adaptation of the innovation to the local context.
The authors suggest that the ‘fit’ between an innovation and the context within
which that innovation will be implemented may be a more useful unit of analysis
than just considering the attributes of the innovation itself (Greenhalgh, Robert et al.
2004).

2.2.3 PARIHS framework
One of the most widely recognised frameworks has arisen from the work of a team
of researchers who have been working to develop a framework for implementing
evidence-based practice, starting with a paper in 1998 suggesting that
successful implementation is a function of the relation between the nature of
the evidence, the context in which the proposed change is to be implemented,
and the mechanisms by which the change is facilitated (Kitson, Harvey et al.
1998, p 150).
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The researchers identified the importance of appropriate monitoring and feedback
mechanisms and the use of internal and external facilitators for practice changes,
with successful implementation associated with strong evidence and a receptive
context (Kitson, Harvey et al. 1998). Later work refined the detail of the framework
while leaving the basic structure unchanged (Rycroft-Malone, Kitson et al. 2002),
and has resulted in a series of papers exploring different aspects of the framework,
summarised most recently by Kitson et al. (2008).
The framework has come to be known as the Promoting Action on Research
Implementation in Health Services (PARIHS) framework. It is worth noting that its
practical application for designing implementation strategies to promote evidencebased practice is limited to the facilitation role, and that the framework is largely
untested (Estabrooks, Thompson et al. 2006). The authors acknowledge that further
work is needed on the relationships between the various elements and subelements of the framework and the applicability of the framework to different levels
of analysis e.g. individual, team, unit and organisation. They have also suggested that
the framework can be used in two ways: as a diagnostic and evaluative tool when
setting out to implement evidence-based practice; and as a tool to evaluate
implementation (Kitson, Rycroft-Malone et al. 2008).
Some empirical support for the framework was provided in the original paper, but
from the level of detail provided it is not possible to form a judgement about the
strength of the finding. In a later paper the authors suggested that anecdotal
evidence from ‘those in the field’ indicated that the framework had a good level of
face validity (Rycroft-Malone, Kitson et al. 2002). Further research sought to identify
factors that practitioners identify as the most important in enabling implementation
of evidence into practice, factors that mediate the implementation of evidence into
practice and whether the concepts of evidence, context and facilitation constitute
the key elements of a framework for getting evidence into practice. The researchers
concluded that the findings supported evidence, context and facilitation as being the
key elements, but that this is tempered by some methodological issues with the
study, including its small scale (Rycroft-Malone, Harvey et al. 2004).
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When the framework is used, it tends to be as an ‘organiser’ for other research:


Modelling the results of a systematic review of the relationships between
contextual factors and research utilisation in nursing (Meijers, Janssen et al.
2006).



Testing a theoretical model of organisational factors that may predict
research utilisation (Cummings, Estabrooks et al. 2007).



Explaining the outcomes of an evidence-based practice training program
(Ellis, Howard et al. 2005).



Deriving a measure of research utilisation by nurses (Wallin, Estabrooks et
al. 2006).



Providing the basis for an instrument to assess organisational readiness to
change (Helfrich, Li et al. 2009).



Providing the conceptual framework for research into what nurses
understand about evidence-based practice (Chang 2008).

A recent review of the literature on the PARIHS framework identified that ‘the single
greatest need for researchers using PARIHS, and other implementation models, is to
use the framework prospectively and comprehensively’ (Helfrich, Damschroder et
al. 2010, p 1). Some of the authors of that review subsequently proposed some
minor revisions to the framework (Stetler, Damschroder et al. 2011).

2.2.4 Frameworks from residential aged care
Two frameworks have been identified in the literature specifically for residential
aged care. The first, from Canada, is described as a ‘contingency model of innovation
adoption’ and sets forth 14 propositions, based on findings in the literature, that are
considered to increase the likelihood of guideline adoption (Berta, Teare et al.
2005). Further details are provided in Table 2-1.
The second, from the USA, employs a conceptual framework of factors that are
considered to influence the successful adoption of innovations by organisations. The
framework is based on the results of a study that identified common challenges
faced by hospitals when implementing a change in practice (Bradley, Schlesinger et
al. 2004) which was then adapted to evaluate a falls management program for
nursing home residents (Capezuti, Taylor et al. 2007). It comprises four groups of
factors: (1) external environment or context; (2) dissemination infrastructure; (3)
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innovation (e.g. degree of culture change required, importance of benefits of the
innovation); and (4) what is referred to an ‘adopting organisation’, which includes
senior management support, presence of clinical leaders and champions and data to
support adequate resources for start-up, implementation and evaluation (Bradley,
Schlesinger et al. 2004; Capezuti, Taylor et al. 2007).

2.2.5 Comparison of conceptual frameworks
Table 2-1 provides a summary of the key elements of three of the frameworks
referred to above, using the five domains from the Consolidated Framework for
Implementation Research developed by Damschroder et al. (2009) to compare and
contrast the frameworks.
Table 2-1

Comparison of conceptual frameworks

Conceptual

Intervention

Outer

framework

characteristics

setting

Inner setting

Characteristics

Process

of individuals

or model
A model of
diffusion in
service
organisations
(Greenhalgh,
Robert et al.
2004)

The innovation

PARIHS
framework
(Kitson,
RycroftMalone et al.
2008)

Evidence,
including:
research, clinical
experience,
patient
preferences and
routine
information

Contingency
model of
innovation
adoption
(Berta, Teare
et al. 2005)

Fit with existing
culture and
practices
Reliance on tacit
knowledge
Extent to which
intervention
serves the
interests of staff

Outer
context

System
antecedents
for
innovation
System
readiness for
innovation

Adopter

Context,
including
culture,
leadership
and
evaluation

Proximity of
similar
adopting
facilities
Adoption by
large,
observable,
facilities
Reinforcement by
regulation

Assimilation
Implementation
process
Communication
and influence
Linkage
Facilitation the human
support,
guidance,
learning and
coaching
offered by a
trained
facilitator

Chain
ownership of
facilities
Size of facility
Supportive
structural
capabilities
Proportion of
registered
staff

Self-efficacy
among clinical
leaders
Experience with
guideline
implementation
among clinical
leaders
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outcomes for
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Given that the model developed by Greenhalgh et al. (2004) and the PARIHS
framework both informed the development of the Consolidated Framework for
Implementation Research, it is not surprising that the three frameworks are
generally consistent, except that there is no inclusion of individual factors in the
PARIHS framework (Rycroft-Malone 2007) nor consideration of the outer context or
setting. The model proposed by Berta et al. (2005) includes all the domains in the
Consolidated Framework for Implementation Research.
The conceptual frameworks in the table have largely been developed deductively,
with the available literature being the primary source. This is appealing but
potentially dangerous. As has been pointed out, ‘abstractions are mistakenly
concrete when they are derived by means other than generalization from
particulars’ (Sandelands and Drazin 1989, 464).
The Consolidated Framework for Implementation Research was published in August
2009, one month prior to the commencement of interviews for this study. The
domains in the framework were influenced by the research of Pettigrew and others
into the content, context and process of change, which did provide a way of framing
the early stages of data analysis. This work is detailed in the next section. Corbin and
Strauss preferred not to commence grounded theory research with a predefined
theoretical framework but did acknowledge that there are some situations where
such a framework can be useful: ‘a previously identified theoretical framework can
provide insight, direction and a useful list of initial concepts’ (2008, p 40). If such a
framework were used, they emphasised the need for the researcher to remain open
to new ideas and concepts.

2.2.6 Content, context and process of change
After reviewing the theory and research on organisational change in the 1990s,
Armenakis and Bedeian concluded that ‘enough research has been conducted to
make it clear that future studies should evaluate content, contextual and process
issues so as to make predictions about how and why organizations change’
(Armenakis and Bedeian 1999, p 311). The best-known example of this approach
within health care is the work of Andrew Pettigrew and others (Pettigrew 1985;
Pettigrew, McKee et al. 1988; Pettigrew, Ferlie et al. 1992; Pettigrew, Woodman et
al. 2001).
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Pettigrew argued that
theoretically sound and practically useful research on organizational change
should involve the continuous interplay of ideas about the context of change,
the process of change, and the content of change (1985, p 235).
The content, context and process of change framework was used for research into
organisational change in the UK National Health Service (Pettigrew, McKee et al.
1988; Pettigrew, Ferlie et al. 1992), which, amongst other things, resulted in findings
about which key factors make a context receptive to change. Context interacts with
the content and process of change, the corollary of which is that research into
organisational change has to focus on these interactions. The framework can be
considered as focusing on the ‘why’, ‘what’ and ‘how’ of change (Stetler, Ritchie et al.
2007).
Although focused on large-scale organisational change, rather than the more modest
scale of change required to implement evidence-based practice in residential aged
care, the study provides a good insight into the dimensions of change, particularly
the idea that the key factors cannot be considered in isolation, but interact with each
other (Pettigrew, Ferlie et al. 1992). This means that ‘focusing on interaction moves
away from the variables paradigm toward a form of holistic explanation’ (Pettigrew,
Woodman et al. 2001, p 699). However, the sheer complexity of this
conceptualisation of change presents considerable challenges for any researchers
trying to develop a theory of practice (Caldwell 2005).
The content, context and process framework has been used for both retrospective
and ‘before and after’ research into organisational change (Iles and Sutherland
2001), and the key factors used as the framework for empirical research into
changes to health services (Newton, Graham et al. 2003; Ross, O'Tuathail et al.
2005). Newton et al. (2003) found the framework to be useful, and used definitions
for each of the eight factors, although it is unclear how those definitions were
derived. Ross et al., in their study of implementing evidence-based guidelines for the
multidisciplinary assessment of older people found the content, context and process
model to be useful; however, they cautioned that
there are limitations to presenting complex process factors of change within a
schematic model such as Pettigrew’s in that it oversimplifies its dynamic,
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chaotic, unpredictable nature and the complex emotional and personal
characteristics of relationships (Ross, O'Tuathail et al. 2005, p 527).
Wilkinson (2008) used the content, context and process framework to research the
roles of nurse managers in the implementation of evidence-based practice.
Reflecting on the use of the framework, Wilkinson found some aspects to be
beneficial:


The emphasis on historical factors was useful in understanding the
antecedents of change.



The framework helped to form an ‘in the round’ picture of what was going
on.



The framework enabled the researcher to achieve ‘fine grain detail and
breadth of understanding’ (p 329).



The framework assisted with data collection, data analysis and writing up
the results.

Wilkinson also found some difficulties, including portraying the complexity of
interactions and attributing data to particular factors. Using the framework to write
up the results in a way that minimised duplication ‘was was not a straightforward
task’ (p 335). Although the framework considers change to be dynamic and nonlinear, many of the participants in the research portrayed processes ‘that were not
active, not dynamic and were viewed as step-wise and linear’ (p 335). It may be that
some of these issues were due not so much to the framework itself but to the
complexity of studying change processes, irrespective of whatever framework is
being used.

2.3 EVIDENCE-BASED PRACTICE (THE CONTENT OF CHANGE)
It has been argued that the philosophical origins of evidence-based medicine date
back to at least the mid-19th century (Sackett, Rosenberg et al. 1996). Cochrane
(1971) provided much of the impetus for more recent interest in evidence-based
medicine with the publication of his book Effectiveness and efficiency: random
reflections on health services, in which he advocated for the use of randomised
controlled trials to evaluate therapies, while recognising the limitations of the
methodology. In 1992 the Evidence-Based Medicine Working Group in the USA
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announced that a new paradigm of evidence-based medicine was emerging that
reduced the emphasis on intuition and ‘unsystematic clinical experience’ and
stressed ‘the examination of evidence from clinical research’ (Evidence-Based
Medicine Working Group 1992). Soon afterwards, one of the most frequently cited
articles on the subject appeared to give clinical experience more prominence, stating
that evidence-based medicine ‘requires a bottom up approach that integrates the
best external evidence with individual clinical expertise and patients’ choice’
(Sackett, Rosenberg et al. 1996, p 72). This definition takes a relatively broad
perspective on evidence-based practice, incorporating ‘evidence’, ‘clinical expertise’
and ‘patient choice’.
Other conceptualisations of evidence-based practice have taken slightly different
approaches while retaining the central idea that it is about bringing together
research evidence, the expertise of the clinician and the wishes of the patient. For
example, Kitson et al. (1998) refer to research, clinical expertise and patient
preferences as three different types of evidence, rather than giving primacy to
evidence derived from research. Another perspective on evidence is ‘knowledge
derived from a range of sources’, of which there are considered to be four –
research, clinical experience, patients (and residents, clients and carers) and the
local context and environment (Rycroft-Malone, Seers et al. 2004). The Joanna
Briggs Institute has taken a similar approach by developing a model that treats
‘evidence’ as separate from context, client preference and professional judgement.
The model also suggests that the nature of the evidence will vary according to the
clinical question being asked and the proposed intervention, with the need to
‘substantiate the worth’ of an intervention with evidence of feasibility,
appropriateness, meaningfulness and effectiveness. Meaningfulness refers to the
extent to which a patient experiences an intervention in a positive way (Pearson,
Wiechula et al. 2007).
Drawing on the seminal work of Carper (1978), who identified four ‘fundamental
patterns of knowing’ in nursing – empirics, ethics, personal, and aesthetics – Fawcett
et al. took an even broader perspective. They argued that evidence-based practice is
only focusing on one of these patterns of knowing, empirics, pointing out in the
process that empirical knowing is about ‘averages’. In contrast, aesthetics, which is
the term they apply to the art of nursing, is focused on ‘particulars’. They develop
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their argument by advocating for the role of theory, particularly the symbiotic
relationship between theory and evidence:
We maintain that theory is the reason for and the value of the evidence. In
other words, evidence itself refers to evidence about theories. Similarly,
theory determines what counts as evidence. Thus, theory and evidence
become inextricably linked, just as theory and inquiry are inextricably linked
(Fawcett, Watson et al. 2001, p 117).
Much of the debate regarding the use of evidence has been around the potential for
evidence-based practice to devalue clinical expertise and limit the introduction of
innovative practice (Closs and Cheater 1999). This issue was flagged early on in
Cochrane’s classic work when he talked about the limitation of ‘clinical freedom’ by
the applied use of research evidence (Cochrane 1971). This viewpoint is similar to
that found in Patricia Benner’s seminal text that identified five levels of proficiency
in nursing practice, from novice to expert, with novices relying on context-free rules
and experts drawing on their experience to provide a context for clinical decisionmaking (Benner 1984). This is nicely illustrated by a study in Scotland where
‘participants made a distinction between using the available evidence and being able
to add to the evidence themselves’ (Sharp 2005, p 8), leading to the conclusion that
research evidence provides a ‘framework for plausible interventions’ (Sharp 2005, p
9), rather than a definitive approach to practice.
Some attributes of evidence, in the form of clinical guidelines, that improve
compliance have been identified, including type of health problem (compliance
better for acute rather than chronic care); quality of evidence; compatibility with
existing values; complexity of decision-making (less complex decision-making
equates with better compliance); more concrete description of desired performance;
and fewer new skills and organisational change required to follow the guidelines
(Grol and Grimshaw 2003). It has been argued that when seeking to implement
evidence-based practice, factors to do with the evidence (or knowledge) may be
more influential than the motivation of the knowledge recipient. This underpins the
idea that knowledge is ‘sticky’ – it does not transfer easily from one place to another
(Szulanski 2000; Elwyn, Taubert et al. 2007). An example of this is research that
shows how different professional groups in health care inhibit the spread of
evidence-based innovations. Each professional group, or different groups within the
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same professional group, develops its own social and cognitive boundaries, resulting
in a situation where ‘they talk past each other’ (Ferlie, Fitzgerald et al. 2005, p 131).
When codified as clinical guidelines, evidence has the appearance of being fixed, at
least for a short period of time. However, this is not the case. Evidence is in a
constant state of evolution as new knowledge emerges and existing knowledge is
refined, re-interpreted and subject to ongoing debate (Wood, Ferlie et al. 1998).
Greenhalgh et al. refer to the need for evidence to be ‘continually interpreted and
reframed in accordance with the local context and priorities’ (2004, p 591). Simply
having good-quality evidence is insufficient for getting that evidence adopted
(Dopson, FitzGerald et al. 2002).
In arguing for greater conceptual clarity about the various terms used to describe
evidence, a framework has been proposed based on three key questions ‘can it
work?’ (efficacy), ‘does it work?’ (effectiveness) and ‘is it worth it?’ (economic value)
(Luce, Drummond et al. 2010). The authors of the framework argue that problems
arise when decisions about what to implement rely solely on evidence that ‘it can
work’ to answer the ‘does it work’ question. Randomised trials can be used to
answer questions about efficacy or effectiveness, but a randomised trial of efficacy
will not identify how effective an intervention is.
In the health care literature the ‘gold standard’ for evidence supporting
interventions is the randomised controlled trial, which in turn becomes the
foundation for systematic reviews and meta-analyses. This is despite the fact that
even early on in the movement towards evidence-based practice it was recognised
that the randomised controlled trial was not always the gold standard – the key was
‘tracking down the best external evidence with which to answer our clinical
questions’ (Sackett, Rosenberg et al. 1996, p 72). The act of randomisation seeks to
exclude the influence of different contexts in an attempt to identify an intervention
that is generalisable. However, there are many reasons why the external validity of
the results from randomised controlled trials may be poor, resulting in justifiable
concerns about incorporating such evidence into practice (Rothwell 2005). Relying
too much on randomised controlled trials is limiting, in part because of the inability
of such a research design to answer the question of why particular outcomes are
achieved (Kitson 2002). Qualitative research has the potential to answer the ‘why’
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question, but the process of incorporating the findings of qualitative research into
systematic reviews is under-developed, resulting in a situation where ‘qualitative
research is rendered invisible in systematic reviews’ (Pearson 2010, p 489).
In a recent review of the literature on the adoption of innovations in health care (in
which the authors included evidence-based innovations), it was found that little
research has been done on characteristics of innovations that influence adoption
(Rye and Kimberly 2007). This raises the question as to whether there is something
about being tagged as ‘evidence’ that influences successful implementation,
compared to a new practice that is not seen as ‘evidence-based’.

2.4 THE CONTEXT OF CHANGE
The concept of ‘context’ appears frequently in the knowledge translation literature
but this is often limited to a description of its importance (Meijers, Janssen et al.
2006). According to Titler (2008), it is only recently that the influence of context on
use of evidence has been acknowledged.
Despite the ubiquity of the term ‘context’, it is not well understood, with many
different definitions in the literature. For example:


Context is described as the ‘environment or setting’ in which change takes
place, comprising three core elements – culture, leadership and
measurement (Kitson, Harvey et al. 1998).



‘Context refers to the ‘why’ and ‘when’ of change’ (Pettigrew, Ferlie et al.
1992, p 269).



‘Multidimensional, multifaceted configurations of forces, some of which can
be seen as external to the agency and some as more internal’ (Dopson 2007,
p S76).



‘Those aspects of the work setting that extend beyond the unit examined’
(Scott, Estabrooks et al. 2008, p 347).



‘The health care environment in which practice takes place and
characterized by organizational culture, leadership, basic organizational
components, and type of clinical setting’ (Stetler, Ritchie et al. 2007, p 3).
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‘Structural conditions that shape the nature of situations, circumstances, or
problems

to

which

individuals

respond

by

means

of

action/interaction/emotions. Contextual conditions range from the most
macro to the micro’ (Corbin and Strauss 2008, p 87).


‘The spatial and institutional locations of social situations together, crucially,
with the norms, values, and interrelationships found in them’ (Pawson and
Tilley 1997, p 216).

Given the variation in these definitions, it is not surprising to find that the term
‘context’ is generally used inconsistently, in a way that lacks clarity and requires
further development (McCormack, Kitson et al. 2002). Context has been identified in
the literature as an important mediator of change in various domains: organisational
change (Pettigrew, Ferlie et al. 1992; Armenakis and Bedeian 1999; Iles and
Sutherland 2001), diffusion of innovations (Greenhalgh, Robert et al. 2004), quality
improvement (Walshe and Freeman 2002; Øvretveit 2011) and evidence-based
practice (Kitson, Harvey et al. 1998; Dopson and Fitzgerald 2005). What is not well
understood is how context acts as a mediator of change, both for an intervention and
for strategies to implement that intervention.
In the absence of an agreed definition, the term is often described as being made up
of constituent elements, which are also typically not defined, with terms such as
‘forces’, ‘conditions’, ‘factors’ and ‘characteristics’. For example, Meijers and
colleagues found that variables with a statistically significant relationship with
research use by nurses were clustered into six contextual factors: the role of the
nurse, organisational climate, time for research activities, provision of education and
access to various types of resources and support (Meijers, Janssen et al. 2006).
Kaplan et al. (2010) identified 66 contextual factors with links to the success of
quality improvement activities and considerable variability in how the factors were
measured. Mendel et al. (2008) proposed a wide-ranging list of contextual factors:
norms and attitudes; structure and process; resources; policies and incentives,
networks and linkages; media and change agents. Care needs to be taken that
context is not addressed solely as ‘factors which facilitate or constrain the
achievement of objectives’ (Barnes, Matka et al. 2003, p 269).
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There is a considerable literature referring to the need to examine change at
different levels, including the individual, the team, the organisation and the broader
context (Ferlie and Shortell 2001; Grol and Wensing 2004; Estabrooks, Midodzi et al.
2007; Williams, de Silva et al. 2009). Despite the intuitive appeal of this approach,
there is a need for some caution: the concept of ‘levels’ is somewhat artificial and
may not give due recognition to the interactions between the levels and the
complexity of what is going on (Rycroft-Malone 2007).
French et al. (2009) have undertaken a review of existing tools for measuring
organisational context from the health care, management and organisational science
literatures. The review identified 30 tools, of which 18 tools with a total of 649 items
met the inclusion criteria. Items not amenable to change were excluded. The items
were categorised into seven broad categories, including ‘three core categories of
vision, leadership, and a learning culture’ (French, Thomas et al. 2009, p 5). The
remaining four categories relate to the ability of an organisation to absorb and be
receptive to new knowledge – knowledge need and capture, acquisition of new
knowledge, knowledge sharing and knowledge use. Ten of the tools have been
reported since the year 2000, and a further three tools have been reported since the
review was conducted, perhaps indicative of a growing interest in measuring
context.
A useful starting point for considering what is meant by context is a seminal piece of
work on organisational change within health care that introduced the idea that some
contexts may be receptive, and some non-receptive, to change. The key factors that
influence ‘receptivity’, derived inductively from 16 case studies, include a supportive
organisational culture; simplicity and clarity of goals and priorities; effective
relations between clinicians and managers; and key people leading change and
quality (Pettigrew, Ferlie et al. 1992). The factors were seen as highly
interconnected and linked by ‘a pattern of association’, rather than one of causation.
Pettigrew et al. suggested that:
Notions of receptivity and non-receptivity are dynamic not static concepts.
Receptive contexts for change can be constructed through processes of
cumulative development but such processes are reversible, either by the
removal of key individuals or ill considered or precipitous action (Pettigrew,
Ferlie et al. 1992, p 276).
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Pettigrew’s framework identifies the influence of what is described as the ‘inner’ and
‘outer’ contexts of the change process (Pettigrew 1985; Pettigrew, McKee et al.
1988).
Similar factors for a receptive context were identified by Dopson et al. (2002),
although using slightly different language that referred to favourable relationships
between local stakeholders, managerial support, pressure for change, supportive
organisational culture, sharing information and clear goals for change. The major
difference is their finding that appropriate infrastructure and resources are critical
(Dopson, FitzGerald et al. 2002). In a systematic review of the literature on the
diffusion of innovations, drawing in part on the work of Pettigrew et al. (1992) and
Dopson et al. (2002), it was concluded, in addition to an ability to absorb new
knowledge, that a receptive context included ‘strong leadership, clear strategic
vision, good managerial relations, visionary staff in pivotal positions, a climate
conducive to experimentation and risk taking, and effective data capture systems’
(Greenhalgh, Robert et al. 2004, p 607).
Inevitably, consideration of ‘context’ must include consideration of culture. The
distinction between the two has been described in various ways. One approach is
that context includes factors that extend beyond the unit/organisation being
examined, whereas culture refers to factors that are particular to that unit or
organisation (Scott, Estabrooks et al. 2008). A detailed examination of the literature
on culture is beyond the scope of this study, but in general there is agreement that
organisational culture is layered in nature:


Level 1: Artefacts – the visible manifestations of culture, the observable
patterns of behaviour.



Level 2: Beliefs and values – beliefs and values that form the basis for
decision-making and justify particular behaviour patterns.



Level 3: Assumptions – largely unconscious beliefs, values and expectations
held and shared by individuals (Schein 1992).

The implication of considering culture as layered is that change may take place at
the level of artefacts while the deeper assumptions remain unchanged. Observed
changes in behaviour may not represent real changes in culture. Studies of
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organisational culture in nursing have tended to consider culture as something an
organisation has, with the term often being overused and in an imprecise way
(Scott-Findlay and Estabrooks 2006).
The final point regarding context concerns the issue of complexity. Much of the
research on evidence-based practice, or organisational change more generally,
assumes the ‘organisation as a machine’ metaphor, whereas an alternative approach
views organisations as complex adaptive systems (Plsek 2003). Kitson (2009a) has
proposed that ‘the healthcare system is best viewed as a complex, interactive,
organic entity’ (p 218) and that ‘making things better in systems is a complex,
multilevel process’ (p 223). The issue of complexity is explored further in the study
findings (Section 7.3).

2.5 IMPLEMENTATION (THE PROCESS OF CHANGE)
2.5.1 The concept of implementation
One of the most surprising aspects of the literature is the general lack of clear
conceptualisations and definitions of what is meant by the term ‘implementation’.
Examples of definitions include:


‘Putting a guideline in place; more active than dissemination’ (Davis and
Taylor-Vaisey 1997, p 410).



‘The transition period, following a decision to adopt an innovation, during
which intended users bring the innovation into sustained use’ (Helfrich,
Weiner et al. 2007, p 281).



‘A specified set of activities designed to put into practice an activity or
program of known dimensions’ (Fixsen, Naoom et al. 2005, p 5).

Based on their review of the literature, Fixsen et al. (2005) observed that ‘the lack of
common definitions and the lack of journals specifically oriented to implementation
research probably reflect the poorly developed state of the field’ (Fixsen, Naoom et
al. 2005, p 4). The commencement of the journal Implementation Science in 2006 has
gone some way towards rectifying this situation.
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Even when the term is defined, the ensuing analysis and discussion often takes place
with little insight into how well an intervention has been implemented. The two
main ways of conceptualising implementation are in terms of stages, a sequential
process whereby an intervention is progressively implemented (Fixsen, Naoom et al.
2005), and in terms of the degree to which an intervention has been implemented,
typically referred to as implementation fidelity (Carroll, Patterson et al. 2007).
Care needs to be taken in using a ‘stage’ approach to implementation because
implementation does not usually follow either a linear or a logical path (RycroftMalone, Kitson et al. 2002), and tends to be an iterative process between ‘thinking’
and ‘doing’ (Iles and Sutherland 2001). There is a considerable literature identifying
‘barriers to change’, with the implication that if the barriers can be removed change
will follow. This implies a linear model of implementation, prompting some criticism
that the barriers-to-change approach is of limited use (Checkland, Harrison et al.
2007). Fidelity is not easy to measure for those interventions that need to be
adapted to local circumstances, particularly as interventions become more complex
(Craig, Dieppe et al. 2008). Data on implementation fidelity is not commonly
reported, making it difficult to gauge the degree of heterogeneity across primary
research studies (Carroll, Patterson et al. 2007).
Fixen et al. (2005) provide a useful way of distinguishing between interventions and
implementation strategies, and the outcomes of both, as shown in Table 2-2.7 The
aim of evidence-based practice is to effectively implement an effective intervention
so that good consumer outcomes are achieved. As indicated in Table 2-2, it can be
difficult to distinguish between an effective intervention that has been poorly
implemented and an ineffective intervention. One limitation of the table is that it
implies that there is a clear distinction between an intervention and the
implementation strategies used to implement it, but that is not necessarily the case.
Interventions may have both a ‘hard core’ that is quite fixed and a ‘soft periphery
related to the various ways in which it might be implemented’ (Denis, Hébert et al.
2002, p 69). To further complicate matters, more than one intervention may be
implemented at the same time, with overlapping implementation strategies. The
need to ‘unravel’ these complexities is well suited to qualitative research.
7

In the paper by Fixen et al. the authors use the terms ‘intervention practices’ (instead of

intervention) and ‘implementation practices’ (instead of implementation strategies)
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Table 2-2

Intervention effectiveness and implementation effectiveness
Effectiveness of implementation strategies
Effective

Effective
Effectiveness
of
interventions
Ineffective

Ineffective

Good implementation

Poor implementation

outcomes

outcomes

Good consumer outcomes

Poor consumer outcomes

Good implementation

Poor implementation

outcomes

outcomes

Poor consumer outcomes

Poor consumer outcomes

Table adapted from Fixsen et al. (2005), page 69.

Implementation outcomes are not necessarily confined to changes in provider
behaviour or clinical practice. There are at least two other types of knowledge use
that may result from attempts to put evidence into practice:


Conceptual use of knowledge; i.e. changes in levels of knowledge,
understanding or attitudes.



Strategic use of knowledge ‘that relates to the manipulation of knowledge to
attain specific power or profit goals’ (Graham, Logan et al. 2006).

As indicated in Table 2-2, if there is poor information about implementation
outcomes, in terms of either stage or fidelity of implementation, it makes it very
difficult to make judgements about the extent to which the introduction of an
intervention may have influenced consumer outcomes.

2.5.2 Implementation strategies
It is argued that implementation strategies should also be supported by evidence
arising from randomised controlled trials or systematic reviews (Improved Clinical
Effectiveness through Behavioural Research Group (ICEBeRG) 2006). From about
the mid-1990s, various reviews, including reviews of systematic reviews, have
appeared in the literature examining the impact of implementation strategies to
bring about change, improve quality, improve the performance of health
professionals, implement clinical guidelines or implement some form of evidencebased practice. Later reviews are, to a certain extent, a re-statement or refinement of
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early findings. It has been observed that the field of research into the effectiveness of
implementation strategies to improve the use of evidence by clinicians is now
‘saturated’, and subject to two main criticisms: it rarely links the issue of changing
practice to broader organisational change literature, and it typically fails to account
for the influence of context on outcomes (Checkland, Harrison et al. 2007). This has
been described as ‘a signal failure to consider the special issues posed by the
management of change within highly professionalised organisations’ (Ferlie,
Fitzgerald et al. 2000, p 97). The question ‘What works for whom in what
circumstances?’ goes largely unanswered, despite constant calls for an answer (see,
for example, Horn and Gassaway (2007); Pawson and Tilley (1997)). This situation
is well suited to the development of theory, despite the many challenges in doing so
(Improved Clinical Effectiveness through Behavioural Research Group (ICEBeRG)
2006). Work in the UK has recognised the need for implementation strategies to be
informed by evidence and theory, and to take into account that implementation
depends on the context within which it takes place (Harvey, Fitzgerald et al. 2011).
Empirical studies and literature reviews typically report lists of indicators or
‘success factors’ operating at different levels to either help or hinder
implementation, rather than trying to develop a theory or conceptual framework.
Table 2-3 summarises details of some of these factors from some important reviews
of the literature. The three literature reviews reported in the table are illustrative of
many others and are included because all three are wide-ranging, rather than
focusing on a particular implementation strategy.
As Table 2-3 suggests, it can be difficult to differentiate between and an
implementation strategy and a factor that influences that implementation strategy.
For example, the allocation of ‘adequate resources’ may be a deliberate
implementation strategy or a reflection of the organisational context in which
implementation takes place. There is little reporting of the relationships between
factors that influence implementation. This issue is explored further in the section
on conceptual frameworks (Section 2.2).
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Table 2-3

Examples of factors influencing implementation

Source

Factors influencing implementation, as described by authors

Meta-review of systematic

Sufficient staff and time; and pressure of work.

reviews of factors that

Support from peers and superiors.

affect guideline
implementation (Francke,
Smit et al. 2008)

Patient characteristics such as co-morbidity.
Guidelines that are easy to understand and try out, which are
more likely to be used.

Literature review of

Financial, technical and emotional supports are all important.

interventions to enhance

Individual enthusiasts are vital to ‘sell’ new ideas and practices.

research impact (Walter,

Personal contact is most effective

Nutley et al. 2003)

Supportive opinion leaders, both expert and peer, are ‘key’ to
success.
Strong and visible leadership, particularly at higher levels, helps
provide motivation, authority and organisational integration.
Activities need to be integrated within organisational systems and
activities. All key stakeholders need to be involved.
There must be support for practitioners to ‘try out’ research
findings.

Overview of systematic

Adequate resources.

reviews of literature on

A natural tendency to return to previous practice patterns

changing professional

without constant motivation and reminders.

practice (NHS Centre for
Reviews and
Dissemination 1999)

Use of a systematic approach that involves strategic planning.
Effective communication.
Presence of people with appropriate knowledge and skills to lead.
Monitoring and evaluation of achievement of proposed change.

One of the most frequently cited papers reports on a systematic review of the
development, dissemination and implementation of guidelines for doctors, primarily
in the USA (Grimshaw, Thomas et al. 2004). The results indicate that effectiveness
did not increase as the number of implementation strategies for a particular
guideline increased. This contrasts with the more widely reported finding that
multiple implementation strategies are more effective. For example, see the
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literature reviews referred to in Table 2-3 (NHS Centre for Reviews and
Dissemination 1999; Walter, Nutley et al. 2003; Francke, Smit et al. 2008) and a
recent systematic review focused specifically on implementing research evidence
into clinical practice (Boaz, Baeza et al. 2011).
Far more research has been undertaken on implementation strategies to get
individual health professionals to use evidence than on strategies directed at
organisations or patients. A review of the literature on ‘knowledge into action’
identified two main types of implementation strategies: those that distribute
knowledge and those that link the use of knowledge, the latter involving ‘interaction,
dialogue and the use of intermediaries’ (Ward, House et al. 2009, p 160).
A recent review by Darnton (2008) described 60 models of behaviour change,
primarily from the disciplines of economics, psychology and sociology, some of
which are relevant to changing the behaviour of health professionals, and some not.
Examples of the former include the concept of human agency, which is a feature of
many social-psychological models, the Diffusion of Innovations model developed by
Rogers (2003) and models of individual learning (Darnton 2008). Reporting of much
of the research on changing behaviour is hampered by poor descriptions of what
was done and little reporting of the relationship between components of
implementation strategies and outcomes (Michie, Fixsen et al. 2009).
Clinical guidelines are often used as a mechanism for changing the practice of
clinicians, but the evidence about how best to implement clinical guidelines has
been described as imperfect (Grimshaw, Thomas et al. 2004) and ‘still thin’
(Francke, Smit et al. 2008). There is no evidence to support a particular guidelineimplementation strategy in allied health (Hakkennes and Dodd 2008). There are
many studies on guideline-implementation strategies that are ‘of variable
methodological quality, and hence of questionable value’ (Prior, Guerin et al. 2008, p
895).
There has been little research on the effectiveness of guideline implementation in
nursing with the most significant work undertaken in Canada using guidelines
developed by the Registered Nurses' Association of Ontario; facilitation of guideline
use included provision of education, leadership from local ‘champions’, involvement
of multiple stakeholders and support from management. Barriers to use of
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guidelines were found to include staff resistance, workload, lack of organisational
support and staff turnover (Davies, Edwards et al. 2006; Ploeg, Davies et al. 2007;
Davies, Edwards et al. 2008). Despite widespread adoption in health systems, few
clinical guidelines have been evaluated to determine whether dissemination was
effective, and there is little evidence to show that use of clinical guidelines has
improved outcomes for patients, individual clinicians or organisations (Graham,
Beardall et al. 2003; Bahtsevani, Uden et al. 2004; Lugtenberg, Burgers et al. 2009).
An oft-cited review by Bero et al. identified 18 systematic reviews of
implementation strategies to improve professional performance and categorised
implementation strategies into those that appeared to be consistently effective (e.g.
reminders, multifaceted strategies, interactive educational meetings), strategies of
variable effectiveness (e.g. audit and feedback, use of local opinion leaders, local
approaches to achieve consensus about implementation) and those that have little
or no effect (e.g. passive dissemination of information) (Bero, Grilli et al. 1998).
A review of the literature from the education, health care, social care and criminal
justice sectors identified various practices that may increase the likelihood of
research being used, including: individualised education; supportive opinion
leaders, both expert and peer; reminders; adequately resourced facilitative
strategies and multifaceted implementation strategies, ‘particularly where attention
is paid to the contexts and mechanisms of implementation’ (Walter, Nutley et al.
2003, p 29).
Other reviews of the evidence published since 1998 have resulted in similar findings
to those of Bero et al. (1998) and Walter et al. (2003). Examples are included in
Table 2-4. Neither the implementation strategies nor the evidence supporting each
strategy are exhaustive – there is simply too much material. Most of the evidence
reported in the table is based on systematic reviews.
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Table 2-4

Evidence to support specific implementation strategies

Implementation

Evidence to support use of implementation strategy

strategy
Education

Education that is more interactive seems to be more effective in changing
practices than didactic education, although the effect tends to be small
(Forsetlund, Bjorndal et al. 2009).
Education outreach has a small to modest effect (O'Brien, Rogers et al.
2007).
There has been little work on the effectiveness of inter-professional
collaboration and education (Reeves, Zwarenstein et al. 2008).
Research has generally focused on outcomes for individuals who attend
training, rather than the organisations they work for (Tharenou, Saks et al.
2007).
Education in residential aged care is necessary but not sufficient for
change. The outcomes of education are equivocal, and although many
positive outcomes for residents are reported, the benefits are variable, not
always significant and not persistent (Nolan, Davis et al. 2008).

Local opinion

Opinion leaders may promote evidence-based practice, but the

leaders or

effectiveness of the role is variable, and it is not possible to identify how to

champions

optimise effectiveness (Flodgren, Parmelli et al. 2011).
The concepts of opinion leaders, facilitators, champions, linking agents and
change agents are not clearly defined and are used inconsistently,
inhibiting the ability to compare results across studies that have
investigated these roles (Thompson, Estabrooks et al. 2006).
There is little empirical evidence on how best to identify organisational
champions (Greenhalgh, Robert et al. 2004).
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Implementation

Evidence to support use of implementation strategy

strategy
Audit and

Impact is generally only ‘small to moderate’, but the impact may be

feedback

enhanced if clinicians are actively involved and have some responsibility
for implementing changes based on feedback (Jamtvedt, Young et al. 2006).
Differences in the characteristics of feedback (e.g. timeliness, credibility of
source, format and punitive/non-punitive nature) may influence
effectiveness (Hysong, Best et al. 2006).
Audit and feedback has not been widely studied in nursing (Dulko 2007).
Research to study the effectiveness of audit and feedback in residential
aged care is currently in progress in Canada (Sales and Schalm 2010).

Systems to

If there are systems and skills available to monitor impact, an innovation is

support

more likely to be assimilated and sustained (Greenhalgh, Robert et al.

implementation

2004).

(other than audit

Reminder and clinical support systems consistently result in significant

and feedback)

practice improvements (Prior, Guerin et al. 2008).
Computer reminders increase adherence to targeted activities, but not
enough to demonstrate clinically significant improvements (Shojania,
Jennings et al. 2010).

Education is often the mainstay of implementation strategies, but as Table 2-4
shows, education on its own is unlikely to change practices. The consistent message
arising from research into the effectiveness of implementation strategies is that all
strategies are effective some of the time, but none is effective all of the time (NHS
Centre for Reviews and Dissemination 1999; Improved Clinical Effectiveness
through Behavioural Research Group (ICEBeRG) 2006). Most of the literature
reports studies in health care, and hence the generalisability of findings to
residential aged care is largely unknown. Although both sectors are staffed by health
professionals, the context is very different.
Other approaches to implementing evidence take a broader perspective than the
single strategies detailed in Table 2-4, including facilitation, action research and
practice development. There is a strong element of engaging all relevant
stakeholders in these approaches, something that is supported by evidence for its
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effectiveness (Gustafson, Sainfort et al. 2003; Walter, Nutley et al. 2003; Greenhalgh,
Robert et al. 2004).
Facilitation is the process of enabling (or making easier) the implementation of
evidence into practice (Harvey, Loftus-Hills et al. 2002). In the last 10 years the
concept of facilitation has broadened to include the building of relationships and
communication (Dogherty, Harrison et al. 2010). The similarities and differences
between facilitators and other roles (such as opinion leaders, champions, linking
agents and change agents) are not clearly defined, and the terms are used
inconsistently, although all are based on the assumption that interpersonal contact
is important for achieving changes in behaviour (Thompson, Estabrooks et al. 2006).
Harvey et al. (2002) reviewed the research literature and seminal texts to conduct a
concept analysis of facilitation as part of their work in developing the PARIHS
framework, of which facilitation is one of the three key components. Facilitation
owes much of its prominence to inclusion in that framework. They suggested that
the concept of facilitation can be represented as a continuum, ranging from a set of
discrete tasks to a more holistic approach to changing individuals, teams and
organisations (Harvey, Loftus-Hills et al. 2002). Facilitation can involve a specific
role (of a facilitator) or be seen as more of a process in which a group of people may
provide facilitation (Dogherty, Harrison et al. 2010). Similar to the earlier work by
Harvey et al. (2002), a more recent review of the facilitation literature has identified
an emphasis on identifying what facilitators do and the qualities required to be a
facilitator rather than evaluating the effectiveness of facilitation (Dogherty, Harrison
et al. 2010).
In Ontario, Canada, where facilitators have been appointed with the specific role of
promoting evidence-based practice by nursing staff in long-term care homes, some
interesting research has examined the factors that influence research utilisation.
Facilitators were asked to identify critical incidents they had come across in the
course of their work, with 35 facilitators identifying 123 critical incidents. Analysis
of the data to derive themes led to some novel ways of conceptualising the factors,
including how knowledge was ‘framed’ to enhance the receptivity of staff towards
that knowledge, and building bridges to link nursing staff with resources and the
support they require. The researchers introduced the concept of receiver
emotionality, which includes feelings, motivation and attitude. They also identified
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‘receiver intellectual capacity’ as a factor, which includes the ability to reflect on
practice and undertake critical thinking. As in many similar studies, engagement of
staff was found to be a factor, but this was from the perspective of the facilitators
seeing themselves as coaches rather than experts (Janes, Fox et al. 2009). The
concept of coaching features rarely in the literature about how to promote evidencebased practice. The motivation of staff was ‘key to the successful transfer of new
knowledge into practice’ (Janes, Fox et al. 2009, p 171).
Action research represents another approach to changing the practice of health care
professionals and has been shown to have a role by ‘crossing the boundaries’
between research and practice (or action) (Waterman, Marshall et al. 2007). It has
primarily been used by nurses, including in residential aged care in Australia
(Lindeman, Smith et al. 2002), the USA (Beck, Heacock et al. 2005) and the UK
(Ashburner, Meyer et al. 2004). Action research has been used within health care in
various change programs, and has also been applied widely in the broader field of
management research, with success ‘largely dependent on organisational context’
(Iles and Sutherland 2001). Action research incorporates ideas of facilitation,
engagement and feedback that are evident elsewhere in this review. Action research
is commonly used in nursing, but a recent review of the literature on using action
research to implement evidence-based practice in nursing could only conclude that
it was a ‘promising approach’ (Munten, van den Bogaard et al. 2010).
Similarly, the concepts of process improvement, person-centred care, facilitation,
change management and acting on the context within which care takes place are
found within the practice development literature. Practice development has the
potential to provide a coherent ‘model of change’, but currently the methodologies
employed remain diverse and wide-ranging, with little consensus about the best
approach, and weak evidence regarding effectiveness in many areas (McCormack,
Dewar et al. 2006). The role of practice development as a research methodology is
contested, with some arguing that practice development is capable of generating
new knowledge that is transferable elsewhere, while others argue that the emphasis
of practice development is on changing practices at a local level (Volante 2009).
Based on her research in a Queensland teaching hospital, Osborne has cautioned
against ‘theory-driven’ approaches to practice development and recommended that
there be ‘a focus on pragmatic strategies for developing nursing practice’ (Osborne
2009, Volume 1, p 190).
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2.5.3 Implementation of evidence in residential aged care
Studies that have involved implementing existing evidence in Australian residential
aged care facilities are limited to one area of clinical practice at a time, or two closely
related areas of practice. For example:


Use of physical restraints (Darcy 2007; Knox 2007; Timmins 2008; Johnson,
Ostaszkiewicz et al. 2009).



Oral health for those with dementia (Fallon, Buikstra et al. 2006; Georg
2006; Rivett 2006).



Constipation (Grieve 2006).



Hydration (Keller 2006).



Nutrition and physical activity (Well for Life Project Working Group 2000;
Lindeman, Black et al. 2003; McKenzie, Naccarella et al. 2007).



Advance care planning (Austin Health 2006; Lyon 2007; Fernandes 2008).



Falls prevention (Beasley 2009; Ward, Harden et al. 2010).



Falls prevention and stroke (Crotty, Whitehead et al. 2004).



Hip-fracture prevention (Scherer, Jennings et al. 2006).



Pressure-ulcer management (Ellis, Santamaria et al. 2006; Santamaria,
Carville et al. 2009).



Incontinence (Heckenberg 2008).



Use of antipsychotic and benzodiazepine medications (Westbury, Jackson et
al. 2010).

The results are mixed and difficult to interpret, primarily due to the small scale and
short timeframes of most of the studies. There are some references to the broader
organisational and cultural issues that might have influenced the uptake of evidence
but these usually rely on researchers’ observations, except for a recent publication
that reported on use of the Promoting Action on Research Implementation in Health
Services (PARIHS) framework to understand factors influencing evidence-based
practice change in three facilities (Perry, Bellchambers et al. 2011). The influence of
a receptive context is reported in several studies, usually framed in terms of the
important (positive) influence of local leadership (Austin Health 2006; Fallon,
Buikstra et al. 2006; Lyon 2007) or the support of management (Well for Life Project
Working Group 2000; Grieve 2006). Other positive factors are familiarity of staff
with the concept of quality cycles (Fallon, Buikstra et al. 2006), links with the
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existing quality improvement program in the facility (Grieve 2006), staff
involvement in identifying issues and actions (Lindeman, Black et al. 2003) and the
presence of an external facilitator (Well for Life Project Working Group 2000). The
most frequently reported negative influence is lack of resources, primarily staffing
(Well for Life Project Working Group 2000; Lindeman, Black et al. 2003; Austin
Health 2006; Lyon 2007).
Some qualitative research in Australia has identified factors that may influence the
use of evidence in residential aged care, including heavy workload of staff; scarcity
of resources; limited skills and knowledge of care workers; maintaining knowledge;
‘boundary’ issues between different workers; lack of management support;
contextual, structural and environmental issues; and beliefs or expectations of staff,
residents and families (Cheek, Gilbert et al. 2004; Moore and Haralambous 2007;
McConigley, Toye et al. 2008).
Research investigating the implementation of evidence in specific areas of clinical
practice within residential aged care has been reported from the USA (Jones, Fink et
al. 2004; Resnick, Quinn et al. 2004; Capezuti, Taylor et al. 2007), Canada
(Timmerman, Teare et al. 2007) and the UK (Watson, Hockley et al. 2006;
O'Halloran, Cran et al. 2007). As with the Australian research, the results are
somewhat patchy and difficult to interpret.
An example of a broader approach that focuses on changing the behaviour of those
providing care is underway in Scotland, where researchers have been working for
several years exploring the potential of communities of practice to facilitate
evidence-based practice using the Caledonian Improvement Model. The Model has
three core elements: ‘infrastructure and communication mechanisms, knowledge
conversion processes, and learning and development processes’ (Tolson, Lowndes
et al. 2011, p 171). The developers of the Model acknowledge that there is still much
to learn about this approach, particularly regarding effectiveness.
Other overseas work with a broad approach to evidence-based practice is largely
confined to Canada. In Ontario, the Long-Term Care Best Practices Initiative under
the auspices of the Registered Nurses’ Association of Ontario has been running since
2005, initially as a pilot program. The Initiative involves external facilitators
working with a group of long-term care homes to implement evidence-based
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practice, using best-practice guidelines. A stakeholder survey identified leadership,
education and adequate financial and staffing resources as factors that support
implementation, with the main ‘enabler’ being leadership support (Santos 2008).
The Registered Nurses’ Association of Ontario is a leader in the field of developing
clinical guidelines for nurses, as reported above in the section on implementation
strategies.
A three-stage study was undertaken to test the propositions in the Contingency
Model of Innovation for long-term care facilities (Berta, Teare et al. 2005), referred
to in the section on conceptual frameworks (Section 2.2.4). The research was
conducted between 2003 and 2006, but the results have not yet been reported in the
academic literature. A recent publication by the lead author reporting the results of
knowledge-translation research within long-term care in Canada does make a
passing reference to the contingency model, but the results are not framed in terms
of testing the model (Berta, Teare et al. 2010). Links between the Berta et al. (2010)
study and this study are referred to in the chapter reporting on the mechanism
Exercising Agency (Chapter 9).
The most comprehensive research being undertaken in Canada is the Translating
Research in Elder Care (TREC) Research Program, taking place over five years (2007
– 2012), which examines the role of organisational context in the implementation of
evidence-based practice in residential long-term care (Canadian equivalent of
residential aged care). The researchers are using what they refer to as an extension
of the PARIHS framework, which involves taking ‘an expanded view of context to
include additional modifiable elements of the work setting, such as interactions
(formal and informal), social capital, resources, and organizational slack’
(Estabrooks , Squires et al. 2009). The goal is to develop an empirically based theory
of knowledge translation, with two main studies exploring, first, the impact of
context on knowledge translation, and then the impact of that knowledge translation
on resident outcomes. The study is large, with a budget of $4.7 million and a
distinguished team of researchers. Three protocols for the study were published in
August 2009 (Estabrooks, Hutchinson et al. 2009; Estabrooks , Squires et al. 2009;
Rycroft-Malone, Dopson et al. 2009).
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2.6 SUMMARY
The literature indicates that implementing any changes to clinical practice can be
complex, and the outcomes uncertain. There are different views about what
constitutes ‘evidence’, but there is general agreement that evidence cannot be
considered in isolation from the context within which it is applied. Despite the fact
that evidence is often objectified, usually in the form of clinical guidelines, it is
constantly evolving. Research into the implementation of evidence has been
described as ‘daunting’ because it is so complex (Bhattacharyya and Zwarenstein
2009).
There is a basic paradox inherent in reviews of the evidence for a particular topic,
whether that topic is an intervention or an implementation strategy – the more
rigorous the reviews, the more studies are excluded, resulting in some reviews only
including a small number of studies. This is seen most clearly with systematic
reviews, which are typically seen as the highest form of evidence, particularly for
informing clinical practice. The results from randomised controlled trials almost
inevitably produce inconclusive results, and it is not surprising that reviews that try
to synthesise the results of these trials are also inconclusive. Reviews of the
evidence usually report methodological problems, weak study designs and poor
reporting of implementation, adding to the difficulty of interpreting results. There
are varying degrees of evidence to support implementation strategies to bring about
change, but there is much less evidence about how combinations of implementation
strategies exert an effect. Many systematic reviews of the evidence supporting the
various implementation strategies do not focus exclusively on the implementation of
research evidence into practice (Boaz, Baeza et al. 2011).
The methods for synthesising quantitative and qualitative evidence are relatively
undeveloped, with most reviews focusing on one or the other, rather than a
combination of the two (Mays, Pope et al. 2005). Most of the evidence for
interventions and implementation strategies has been derived from studies
undertaken in health care, primarily involving hospitals and doctors. Little research
has been undertaken on how best to implement evidence-based practice in
Australian residential aged care facilities.
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There are many examples in the literature of factors that influence implementation.
However, many of the factors overlap, and little is known about the relationships
between the factors. Although frameworks exist that incorporate factors believed to
influence implementation, the frameworks lack explanatory power. The most
frequently cited frameworks share some common elements: some conceptualisation
of the context of change, consideration of the intervention itself, the process of
change and the characteristics of the people involved in the process of change. To be
useful in practice, a framework needs to include a small number of constructs that
can be influenced by those seeking to intervene (Helfrich, Weiner et al. 2007).
Despite the many theories, there is a lack of relevant empirical data to support the
use of those theories to guide the implementation of evidence. There is an argument
that evidence should not be considered separately from the theory underpinning it;
that the term ‘evidence-based practice’ should in fact be more correctly called
‘theory-guided, evidence-based practice’ (Fawcett, Watson et al. 2001).
Garnham et al. (2009), based on their review of the literature, identified two broad
themes in what has been written about aged-care research and practice. First, they
describe literature that takes what they refer to as a ‘linear/passive’ approach
focusing on identifying facilitators and barriers to the use of evidence, with little
consideration of context. Evidence is ‘pushed out’, usually via dissemination and
education. Second, they describe literature that takes a more dynamic/active
approach and presents ‘a picture of research use in practice as organic, messy,
unpredictable, with fluid stages characterized by setbacks and surprises that
challenge the linear model’ (Garnham, Cheek et al. 2009, p 222). The findings from
the literature review support the second of these approaches as holding more
promise for implementing evidence-based practice.
The review of the literature supports the need for further research into how best to
implement evidence within residential aged care, and that such research should take
a relatively broad perspective. There is a natural tension between focusing on the
subject of interest to such an extent that contextual issues are not considered and
taking too broad an approach that loses its way in the complexity of change. This
study has sought to take a ‘middle path’ in response to that tension, with the aim of
developing a middle-range theory that will be useful in guiding future decisions by
managers, researchers, policy-makers and clinicians working in residential aged
care: ‘mid-range theory is more limited in scope, less abstract, addresses specific
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phenomena, and reflects practice. It encompasses a limited number of concepts and
a limited aspect of the real world’ (Improved Clinical Effectiveness through
Behavioural Research Group (ICEBeRG) 2006, p 3).
The findings of the literature review and the ontological perspective of critical
realism formed the basis for the research question: what mechanisms influence the
implementation of evidence-based practice in residential aged care and what are the
relationships between those mechanisms? The next chapter provides the basis for
answering this question by exploring the ontological, epistemological and
methodology issues that underpin the study.
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CHAPTER 3

PHILOSOPHICAL UNDERPINNINGS AND
METHODOLOGY

3.1 RESEARCH PARADIGMS
Research paradigms ‘define for inquirers what it is they are about, and what falls
within and outside the limits of legitimate inquiry’ (Guba and Lincoln 1994, p 108).
The parameters of such a paradigm are largely defined by answers to three
questions:
1) What is the form and nature of reality (the ontological question)?
2) What is the relationship between the researcher and what is being studied
(the epistemological question)?
3) What methods can the researcher use to find out what they believe can be
known (the methodology question)? (Guba and Lincoln 1994)
The answer to one of these questions will influence the answers to the other two.
The questions, and the answers, have been used to structure this chapter. The
rationale for selecting a particular paradigm arose in part from the nature of the
research, but was also strongly influenced by the experience of the researcher and
the work of others.
The literature on research paradigms is complex and often confusing, with much
overlapping of paradigms and the concepts within those paradigms. There are many
different ways of categorising paradigms. For example, Teddlie and Tashakkori
(2009) identify five major paradigms: positivism, postpositivism, pragmatism,
transformative perspective and constructivism. Guba and Lincoln (1994) identify
four paradigms: positivism, postpositivism, critical theory and constructivism.
Hallebone and Priest (2009) use a categorisation that consists of positivism,
interpretivism and criticalist research. Van de Ven refers to positivism, relativism,
pragmatism and realism (Van de Ven 2007). More recently, a fifth paradigm has
been added to the Guba and Lincoln schema – the participatory/cooperative
paradigm – with it being noted in the process that a degree of ‘interbreeding’ is
starting to occur between the various paradigms (Lincoln, Lynham et al. 2011).
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Critical realism sits between the extremes of positivism and relativism (Table 3-1).
Table 3-1

Positivism, postpositivism and relativism
Positivism

Post

Relativism

positivism
Ontology (the

Realism – there is an

Critical realism – reality

Reality is socially

nature of

external reality based

is assumed to exist but

constructed. There are

reality)

on immutable laws and

can only be

no universal ‘truths’.

mechanisms.

apprehended
imperfectly.

Epistemology

Objective point of view

Modified form of

Subjective point of view

(researcher/

– the researcher and

objectivity influenced

– the researcher and

participant

what is being studied

by human

the object of the study

relationship)

are independent. The

interpretations. There

are linked interactively.

researcher is not

is an element of a

Reality is co-

influenced by what is

reciprocal relationship

constructed with

being studied and vice

between the researcher

participants.

versa.

and what is researched.

The researcher

Research conducted in

Individual

manipulates what is

more natural settings,

constructions are

being studied.

with collection of

refined through

Questions or

contextual information.

interaction between

hypotheses are tested

Development of theory

and among researcher

and confounders

‘grounded’ in data.

and participants.

Quantitative or

Qualitative

Methodology

controlled for.
Methods/Data

Quantitative

qualitative. Includes
observations,
judgments, and
interpretations.

Table 3-1 was developed to compare and contrast critical realism with positivism
and relativism, rather than attempt to position critical realism within all
paradigmatic possibilities. The content of the table was compiled from a variety of
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sources: Guba and Lincoln (1994), Rousseau et al. (2008), Teddlie and Tashakkori
(2009).
Within their system of categorisation, Guba and Lincoln (1994) consider critical
realism to be a postpositivist paradigm, with the methods of critical realism
undertaking
inquiry in more natural settings, collecting more situational information, and
reintroducing discovery as an element in inquiry, and, in the social sciences
particularly, soliciting emic viewpoints to assist in determining the meanings
and purposes that people ascribe to their actions, as well as to contribute to
“grounded theory”. All these aims are accomplished largely through the
increased utilization of qualitative techniques (Guba and Lincoln 1994, p 110).
Critical realism is interpretivist in nature: ‘critical realism provides an ontological
grounding for interpretivist research reaffirming the importance of a focus on
context, meaning and interpretation as causal influences’ (Syed, Mingers et al. 2010,
p 71).

3.2 CRITICAL REALISM
Critical realism primarily owes its genesis to the work of Roy Bhaskar, who
articulated what he referred to as transcendental realism in his book A Realist
Theory of Science (Bhaskar 1975). In a later book he extended his philosophy into
the social sciences as ‘critical naturalism’ (Bhaskar 1979). The two terms
subsequently came together as critical realism.
The basic ontological claims of critical realism are that reality is more than just what
can be observed, and that reality ‘includes deep underlying generative mechanisms
that may or may not be triggered depending on circumstance’ (Kontos and Poland
2009, p 3). It then becomes an issue of trying to work out why particular outcomes
may or not occur because of the way in which the mechanisms are triggered or not
(as the case may be). The mechanisms may result in events that can be observed but
just because events are not observable ‘does not necessarily mean that the
underlying mechanisms do not exist; perhaps they just counterbalance one another’
(Tsang and Kwan 1999, p 762). If something is real, from a critical realist
perspective, ‘it has causal efficacy; has an effect on behaviour; makes a difference’
Philosophical underpinnings and methodology
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(Fleetwood 2005, p 199). Individuals, based on their experience of the phenomenon
being studied, are able to describe events and their experience of those events
(Ryan, Tähtinen et al. 2009). Experiences may be what Bhaskar refers to as ‘out of
phase’ with events.
Critical realism incorporates the idea that reality is stratified, with Bhaskar referring
to three distinct domains: the real, the actual and the empirical (see Table 3-2). The
domain of the real is the level of underlying structures and mechanisms; the domain
of the actual is what occurs and can potentially be observed; and the domain of the
empirical is what is observed or experienced. For example, gravity is real but is
neither actual nor empirical.
Table 3-2

Critical realism – domains of real, actual and experience
Domain of Real

Domain of Actual

Mechanisms

√

Events

√

√

Experiences

√

√

Domain of Empirical

√

Note: The table is from Bhaskar, R. (1975). A realist theory of science. Leeds, Leeds
Books, page 13.

Another way of considering the links between the different strata of reality is to
think about what takes place when an experiment is conducted: there is an attempt
to ‘close down reality’ to make it more observable. However, this results in a
distorted view of reality ‘through the empirical observation of what happens (the
actual) rather than the real’ (Connelly 2000, p 264).
Bhaskar (1975) argued that the structures and mechanisms of the physical and
social world not only exist (are real) but are independent of actual patterns of
events, and that events occur independently from experiences.
The interdependence of structure and human agency is central to critical realism:
Social structures provide resources that enable individuals to act, as well as
placing limits on individual behaviour. However, the behaviour of human
agents is not exclusively determined by social structures, as agents are also
able to transform social structures by responding creatively to the
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circumstances in which they find themselves (McEvoy and Richards 2003, p
413).
From an ontological perspective, structure and agency are ‘distinct and yet equally
real’ (Syed, Mingers et al. 2010, p 74).
Research methods compatible with this perspective should use approaches that can
focus on ‘who is doing what, with whom and for which reasons’ to explain
properties of structure, as well as to understand agency within the context of the
structures (Scott 2005, p 640). The emphasis is on ‘the mechanics of explanation’
(Pawson and Tilley 1997). Critical realism seeks to reconcile the subjective nature of
knowledge with the existence of ‘real’, underlying, mechanisms and structures in a
social world (Dobson 1999). The mechanisms cannot be observed directly, but are
identified by the effects that the mechanisms have.
Critical realists ‘accept that scientific observations are fallible, as they are shaped by
the conceptual frameworks within which scientists operate’ (McEvoy and Richards
2003, p 412). Put another way, ‘what appears to be an approximation of reality
today may not be so tomorrow’ (Kazi and Spurling 2000, p 5). When a researcher
builds a conceptual model, it is a partial representation of reality, reflecting the
perspective of the researcher (Van de Ven and Poole 2005), whereby ‘assumptions
and alternative interpretations are probed, compared, and tested’ (Rousseau,
Manning et al. 2008, p 486).
Miles and Hubermann, after describing themselves as being in the ‘lineage’ of
Bhaskar’s transcendental realism, state that:
We think that social phenomena exist not only in the mind but also in the
objective world – and that some lawful and reasonably stable relationships are
to be found among them …. We aim to account for events, rather than simply
to document their sequence. We look for an individual or a social process, a
mechanism, a structure at the core of events that can be captured to provide a
causal description of the forces at work (Miles and Huberman 1994, p 4).
This statement provides a good description of the perspective underpinning this
study.
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Critical realism recognises ‘that the world is an open system or a constellation of
structures, mechanisms and contexts’ (Kazi and Spurling 2000, p 5). Human action
occurs within social processes, expressed as the stratified nature of social reality
(Pawson and Tilley 1997). Ryan et al. (2009) have argued that from a critical realist
perspective events are seen as ‘embedded in overlapping sets of processes over
time’ (p 10); therefore, the processual form of research typified by the work of
Pettigrew (1985) and Van de Ven is consistent with critical realism. Van de Ven
explains his approach to critical realism thus:
From a critical realist perspective that I adopt, there is a real world out there,
but our attempts to understand it are severely limited and can only be
approximated. This perspective argues that all facts, observations, and data
are theory-laden and embedded in language. Moreover, most phenomena in
the social world are too rich to be understood adequately by any single person
or perspective. Consequently, any given theoretical model is a partial
representation of a complex phenomenon that reflects the perspective of the
model builder. No form of inquiry is value-free and impartial; instead each
model and perspective is value-full. This requires scholars to be far more
reflexive and transparent about their roles, interests, and perspectives when
conducting a study than they have in the past (Van de Ven 2007, p 14).
Pawson and Tilley have developed an approach to evaluation based on critical
realism: realistic evaluation (Pawson and Tilley 1997). Examples of where critical
realism has been explicitly used in health care include the evaluation of a practice
development program (Wilson and McCormack 2006), an evaluation of the
introduction of a managed clinical network approach to the implementation of a
guideline for evidence-based pain management (Tolson, McIntosh et al. 2007), an
evaluation of protocol-based care (Rycroft-Malone, Fontenla et al. 2010) and the
development of a knowledge-translation model (Kontos and Poland 2009). It has
been argued that critical realism has the potential to provide a sounder basis for the
evaluation of complex health interventions than the recent Medical Research Council
framework (Craig, Dieppe et al. 2008), which is subject to a measure of ontological
ambiguity with inclusion of both positivist and relativist approaches (Blackwood,
O'Halloran et al. 2010).
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3.3 METHODOLOGY AND CRITICAL REALISM
Methodologies that effectively deny the existence of a ‘real’ world are incompatible
with critical realism but that still leaves plenty of ways of investigating mechanisms
underlying social phenomena, including ethnography, participant observation,
interviews, descriptive statistics, participatory action research and quasiexperimental designs (McEvoy and Richards 2003). There are differing views about
the relative merits of quantitative versus qualitative methods, with McEvoy and
Richards (2003) suggesting that what is important is not so much the methods, but
the way in which those methods are used. Others have argued that critical realism is
methodologically pluralist (Syed, Mingers et al. 2010).
Unfortunately, there is a lack of guidance about how to translate a critical realist
perspective into empirical work (Downward, Finch et al. 2002). It has been
suggested that this may be due to insufficient attention being paid over the last 30
years to the methodological implications of a critical realist perspective (Oliver
2012).

3.3.1 Grounded theory
The research methods in this study were strongly influenced by grounded theory,
first described by Glaser and Strauss (1967) in their seminal book The discovery of
grounded theory: strategies for qualitative research. Grounded theory is, foremost, a
process of data analysis, with the concept of constant comparison at its core.
Analysis begins when the first data are collected, and proceeds in a cyclical fashion:
new data are compared with data already collected, and collection of more data is
guided by the concepts that emerge from the preceding data. Grounded theory is
based on the premise that contributions to knowledge can arise from generating
new theories (grounded in the data) rather than using existing theories to analyse
data (Heath and Cowley 2004). It is an appropriate methodology when the aim is to
explain a process rather than test an existing theory (Lingard, Albert et al. 2008).
Since 1967 a number of variants of grounded theory have developed, including some
from the original authors. Glaser remained faithful to the original approach;
however, Strauss has worked with Juliet Corbin to take a slightly different path. The
discourse about grounded theory has been quite divisive at times, as proponents of
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the different versions argue for the merits of their particular approach (Piantanida,
Tananis et al. 2004).
Despite these variations, there are some common elements to grounded theory:
1) Data collection and data analysis proceed simultaneously.
2) Indicators from the data (actions and events recorded or described) are
constantly compared for similarities and differences.
3) Memos are written to record the process of analysis.
4) Concepts and possible relationships between concepts emerge from the data
and are used as the basis for plausible theories.
5) Sampling of additional data is directed by the theoretical constructs
emerging from the data, known as theoretical sampling.
6) Data collection continues until data saturation is reached.
7) The aim is to identify a process that accounts for most of the data (Charmaz
2003; Schwandt 2007; Flick 2009).
The major area of disagreement between the two originators of grounded theory
(Glaser on the one hand, Strauss and Corbin on the other) concerns the role of what
is already known. In Glaser’s view, the researcher should effectively be a ‘blank
slate’, letting theory emerge from the data without recourse to what is known from
the literature (Lee and Lings 2008). Strauss and Corbin suggest various ways in
which what they refer to as the ‘technical literature’ can inform the process of
analysis. For example, the literature can be a source for making comparisons,
enhancing sensitivity to the data, indicating questions for initial interviews,
stimulating questions during data analysis and confirming findings from the data
(Corbin and Strauss 2008). Given the extensive nature of the available literature on
evidence-based practice, with all its deficiencies, a ‘blank slate’ approach to data
analysis was considered inappropriate. However, using the existing literature needs
to be done with some caution:
Though a researcher does not want to enter the field with an entire list of
concepts, some may turn up over and over again in the literature and also
appear in the data, thus demonstrating their significance. The important
question for the researcher to ask when this happens is, “are these concepts
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truly derived from the data or am I imposing these concepts on the data
because I am so familiar with them?’’ (Corbin and Strauss 2008, p 37).
Glaser believed that the ability to conceptualise lies at the core of grounded theory
and distinguishes his approach from the focus on description found in what he
rather dismissively labels as the ‘qualitative data analysis research movement’
(2002, p 24). For Glaser, concepts are ‘abstract of time, place, and people’ and have
what he refers to as ‘enduring grab’ (Glaser 2002, p 24).
The methodology of grounded theory was somewhat intimidating, and the presence
of different schools of grounded theory was not helpful. One student described it in
her thesis as a ‘messy process’ (McKenzie-Green 2003). Heath and Cowley (2004), in
comparing the approaches of Glaser and Strauss, argue that novice researchers
should not become too anxious about adhering slavishly to a particular approach,
but rather focus on the underlying principles of grounded theory and remember that
qualitative data analysis is an essentially cognitive process that is quite
individualistic.
Charmaz (2003) emphasised that ‘we can use grounded theory methods as flexible,
heuristic strategies rather than as formulaic procedures’ (p 251). She also identified
one of the strengths of grounded theory as being ‘the self correcting nature of the
data collection process’ (pp 270-271). This call for flexibility reflects the views of
Glaser and Strauss in their original book on grounded theory, in which they said that
our principal aim is to stimulate other theorists to codify and publish their
own methods for generating theory … we shall, for the most part, keep the
discussion open-minded, to stimulate rather than freeze thinking about the
topic (Glaser and Strauss 1967, pp 8-9).
As Piantanida et al. (2004) pointed out, it is perplexing that the arguments about
flexibility are at odds with those who argue for a particular approach to grounded
theory.
Fendt and Sachs described their experience working with grounded theory, one
being a doctoral student and one her supervisor. They pointed out that grounded
theory is recommended for novice researchers because ‘their observation processes
are not yet formed’ (2008, p 436) but that this proved frustrating for the doctoral

Philosophical underpinnings and methodology

65

student who was an experienced manager with a good knowledge of the field she
was researching. They argue that the use of grounded theory ‘should be shaped in
important ways by the personality and experience of the researcher’ (2008, p 448).
The arguments about flexibility in the application of grounded theory, setting aside
‘doing it right’ anxiety and being aware of achieving a ‘fit’ between method and
researcher were persuasive. Grounded theory was used as the basic structure for
data collection and analysis, based on the key elements listed above, but the
application of those elements involved some flexibility. As data collection and
analysis proceeded, it was fascinating to see how interpretation of the data
continually evolved, resulting in some anxiety as to whether an end point would
ever be reached. The words of Glaser and Strauss provided some comfort that this is
not unusual:
When generation of theory is the aim, however, one is constantly alert to
emergent perspectives that will change and help develop his theory. These
perspectives can easily occur even on the final day of study or when the
manuscript is reviewed in page proof: so the published word is not the final
one, but only a pause in the never-ending process of generating theory (Glaser
and Strauss 1967, p 40).

3.3.2 Critical realism and grounded theory
The publication of Glaser and Strauss’s seminal book on grounded theory pre-dates
Bhaskar’s work on critical realism, which may explain some of the conflicting views
in the literature about where grounded theory ‘fits’ ontologically and
epistemologically. In the early years of grounded theory, there was little discussion
of grounded theory in light of developments in epistemology (Bryant and Charmaz
2007), and grounded theory was used within a range of paradigms, from positivist
to social constructivist (Clarke 2003). The original version of grounded theory, as
developed by Glaser and Strauss (1967), is considered to be essentially realist in
nature (Guba and Lincoln 1994; Annells 1996; Patton 2002; Mills, Bonner et al.
2006a).
The situation with regard to the version of grounded theory developed by Corbin
and Strauss is less clear, partly because Corbin and Strauss did not address the
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paradigm underpinning their method in the first two editions of their book.8 Prior to
the third edition, Mills et al. (2006b) noted that ‘their work demonstrates a mixture
of language that vacillates between postpositivism and constructivism’ (p 28).
The lack of attention to the ontological and epistemological aspects of their work
was rectified in the third edition (Corbin and Strauss 2008). In the introduction,
Corbin seems to place herself firmly within the constructivist paradigm when she
states that:
I agree with the constructivist viewpoint that concepts and theories are
constructed by researchers out of stories that are constructed by research
participants who are trying to explain and make sense out of their experiences
and/or lives, both to the researcher and themselves (2008, p 10).
However, immediately after, Corbin goes on to write about knowledge ‘constantly
evolving’ (p 10) and about the need for a ‘disciplined body of knowledge’ (p 11) and
states, ‘I want to develop knowledge that will guide practice’ (p 11). She also talks
about the concept of ‘findings’: ‘the fact that these are constructions and
reconstructions does not negate the relevance of findings nor the insights that can
be gained from them’ (p 12). This implies that there is an element of realism in
Corbin’s position. The conclusion is that grounded theory is sufficiently flexible for it
to be compatible with a range of ontological positions, including critical realism.
Additional support for this view can be found in a recent paper calling for more
qualitative research to understand leadership in organisations (Kempster and Parry
2011) . The authors propose critical realism as an alternative to the positivism that
has long dominated leadership research, and argue that grounded theory aligns well
with critical realism (Kempster and Parry 2011). Oliver (2012) has gone further by
proposing a ‘critical realist grounded theory’ that focuses on abduction and ‘the
8

This is a reference to the three editions of the Strauss/Corbin book that sets out their

approach to grounded theory. Strauss and Corbin published the first edition, Basics of
qualitative research. Grounded theory procedures and techniques, in 1990, followed by a
second edition in 1998. The third edition was published in 2008, with Juliet Corbin as the
first author and a slightly different title: Basics of qualitative research: techniques and
procedures for developing grounded theory. Anselm Strauss died in 1996 and the third edition
of the book contains some material attributed to Corbin only.
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interconnectedness of practice and theory’ (p 371). She refers to ‘the tendency of
many contemporary grounded theorists to throw the real baby out with the
relativist bathwater’ (p 378) and points out that Corbin and Strauss (2008) dismiss
the significance of events, placing the emphasis on the experience of events and the
meanings placed on those events, whereas a critical realist grounded theory places
importance on both the event and the meaning assigned to it (Oliver 2012).
In summary, grounded theory is compatible with a range of ontological and
epistemological positions, depending to a certain extent on which version of
grounded theory is being used. It also depends on the researcher’s philosophical
position on how they view the data (Urquhart 2007). From a realist perspective,
‘categories are considered to be discovered within the data’ (Madill, Jordan et al.
2000, p 4), whereas a perspective that reality is constructed views categories to be
‘the result of the construction of inter-subjective meanings’ (Madill, Jordan et al.
2000, p 10).

3.4 THEORETICAL SENSITIVITY
The modified form of objectivity that is a feature of critical realism is reflected in
grounded theory using the concept of theoretical sensitivity. Sensitivity is about
‘having insight, being tuned in to, being able to pick up on relevant issues, events,
and happenings in data’ (Corbin and Strauss 2008, p 32). It is an individual
characteristic that comes more easily to some people than others. The researcher is
not a ‘blank slate’, and the particular perspective they bring to their work will
influence both what is seen as relevant and the process of abstracting concepts from
the data (Glaser and Strauss 1967).9 Theoretical sensitivity has three characteristics:


It reflects the personal and professional background of the researcher.



It can be enhanced in various ways.



It increases as the research progresses (Birks and Mills 2011).

The main influence on this study, due to the background of the researcher, derived
from a long career in the health system, starting as a student nurse in 1976 and
progressing through wide-ranging clinical experience and 20 years as a nurse

9

In their book Glaser and Strauss use the term ‘tabula rasa’ (p 3) rather than ‘blank slate’
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manager, much of it in the position of director of nursing. During the 1980s,
exposure to important ideas such as general systems theory (Boulding 1956; von
Bertalanffy 1972), a perspective on nursing expertise that recognises the differences
between novice and expert practitioners (Benner 1984) and the concept of tacit
knowledge (Polanyi 1966) left a lasting impression. Out of this grew an appreciation
that organisations could be conceptualised as open systems, that knowledge
included what could be codified and what could not, and that practices that might
work for one level of expertise might not work for another.
Theoretical sensitivity was enhanced by the work of others. As a result of the initial
review of the literature, the contextual approach to undertaking research on
organisational change developed by Pettigrew (Pettigrew 1985; Pettigrew, McKee et
al. 1988; Pettigrew, Ferlie et al. 1992) was found to be a useful way of making sense
of the myriad approaches (variously described as models, conceptual frameworks
and theories) in the literature. Pettigrew’s work differentiates between the context,
process and content of change, and this categorisation was used to assist with the
early stages of coding.
Theoretical sensitivity was also enhanced by involvement in the EBPRAC program,
particularly by access to documentation produced by each project (submissions for
funding, progress reports and final reports) and engagement with the many
stakeholders in the program. This was particularly useful in understanding the
context of residential aged care and increasing sensitivity to issues associated with
implementation.
Commencement of data analysis acted as a prompt to look for further literature that
would assist in understanding the data. Data analysis and reading the literature
became an iterative process. Some studies were especially helpful in this regard,
particularly the review of implementation theories by Damschroder et al. (2009),
the work of Sue Michie and others to identify 12 domains for explaining behaviour
change (Michie, Johnston et al. 2005), a paper that examined the role of conversation
in health-care interventions (Jordan, Lanham et al. 2009) and the work of Lave and
Wenger on situated learning (Lave and Wenger 1991).
The next chapter explains the study methods in detail, including the methods used
to ensure the quality of the study.
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CHAPTER 4

METHODS

4.1 INTRODUCTION
The diversity of projects in the EBPRAC program provided a unique opportunity to
collect data from a wide range of individuals about their perceptions of what did or
did not work when it came to implementation. Hence, it was decided to conduct
interviews with project stakeholders and use their perceptions to develop a theory
applicable to residential aged care.
Case-study research would have fitted well with the main research question.
However, separate evaluations were undertaken for each project that generally
involved considerable data collection, primarily from residents and staff. The
evaluation ‘space’ at the project level was quite crowded, and the degree of data
collection required to use particular projects or facilities as case studies might well
have been unwelcome. Each project-level evaluation included staff surveys and/or
focus groups, which contributed to the decision to collect data for this study from a
small number of individuals considered to be ‘information rich’, rather than a
broader spectrum of staff.
This section describes the methods employed to answer the study research
question, within the framework established by critical realism, grounded theory and
the conceptual model developed by Pettigrew, previously described in Section 2.2.6.
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4.2 DEFINING CONCEPTS
To underpin the research a set of definitions were established (Table 4-1).10
Table 4-1

Definitions

Term
Content

Definition
The ‘what’ of change. Includes the evidence and what was changed
to enhance or support the use of evidence.

Context

The environment in which practice took place.

Evidence

Knowledge derived from a range of sources – research, clinical
experience, residents and the local context.

Evidence-based

Taking something new (the evidence) from one domain (research)

practice

and implementing it in another domain (practice) to change the
way individuals and organisations operate, in order to improve
quality (Masso and McCarthy 2009).

Implementation

A specified set of activities designed to put into practice an activity
or program of known dimensions (Fixsen, Naoom et al. 2005).

Inner context

The context provided by individual facilities, their organisational
structures and local context.

Mechanism

Structures, powers and relations that are not directly observable
but that can be identified through their effects. Mechanisms explain
how things work (Pawson and Tilley 1997; McEvoy and Richards
2003).

Outer context

The national economic, political, social and regulatory context for
residential aged care.

Process

Sequences of individual and collective events, actions and activities
unfolding over time in context (Pettigrew, Woodman et al. 2001).

10

The development of the definitions was influenced by the work of Stetler et al (2007) in

their study protocol using the content, context and process of change model to identify key
contextual elements and processes in organisations that find and use evidence, compared to
those that do not. Stetler et al do not include the evidence within their definition of content
but that is not the position taken in this study, with ‘evidence’ considered to be part of the
‘what’ of change.
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4.3 SAMPLING AND RECRUITMENT OF PARTICIPANTS
Purposive sampling was undertaken to identify potential participants likely to be
‘information-rich’ across a diverse range of content (using evidence in different
areas of practice), contexts (different facilities and projects) and processes (different
implementation strategies). The population considered to be in the best position to
talk about their experience of implementation consisted of three groups of people:


Those working as part of the project team for the lead organisation.



Managers of participating facilities.



Facility staff with a good understanding of the project, typically those
working in a role that provided a link between the facility and the project
team (e.g. ‘change champions’, ‘resource nurses’ or ‘link nurses’).

Patton (2002) identified 15 purposive sampling strategies, of which theoretical
sampling is one. He also added a 16th strategy (combination or mixed purposive
sampling), which is a combination of other strategies. This study employed
combination or mixed purposive sampling that included:


extreme or deviant case sampling (of facilities)11



intensity sampling (intense but not extreme); e.g. good performer, poor
performer



typical case sampling (of facilities)



snowball sampling – asking lead organisations to identify participants who
were information-rich.

The aim of the sampling was to ‘detail the many specifics that give the context its
unique flavour’ (Lincoln and Guba 1985, p 201), based on the idea that:
to get to the construct, we need to see different instances of it, at different
moments, in different places, with different people. The prime concern is with
the conditions under which the construct or theory operates, not with
generalization of the findings to other settings (Miles and Huberman 1994, p
29).

11

Extreme or deviant case sampling is defined by Patton (2002) as sampling of 'unusual

manifestations of the phenomenon of interest’ (p 243).
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Sampling involved communication (usually by phone but sometimes via email) with
members of the lead organisation for each project to identify potential participants;
for example, facilitators perceived to be ‘good performers’ or people working in
facilities that were seen as ‘good performers’. People who had only been involved in
implementation for a short time were excluded. This mainly affected the selection of
facility-based participants where there was considerable turnover of staff in key
positions such as managers or facilitators; in other words, none of the key people
had been in their role long enough to be ‘information-rich’.
Sampling was greatly facilitated by knowledge of the EBPRAC program, particularly
from the six-monthly progress reports submitted by each project and from
interactions with those involved in the program. The reasons for selecting
participants are summarised in Table 4-2.12 The reasons are not mutually exclusive;
some participants were selected for more than one reason. Greater detail has not
been provided because of the potential to identify individual participants.
Table 4-2

Selective sampling of participants

Position of participant

No. of

Reason for selection

participants
Member of lead

16

organisation

Working with more than one facility to assist
with implementation. Well-placed to talk
about differences in implementation between
facilities.

Facility staff

8

Facility considered by the lead organisation to
be either the best performer in their project
or ‘one of the most successful’ performers.

Facility staff and members

8

of lead organisations

Selected because of their particular insights
into implementation (as described by lead
organisations).

Facility staff

7

Suggested by participant that they attend the
interview because of their close working
relationship with the participant.

12

The table only includes information about those who were subsequently interviewed.
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Position of participant

No. of

Reason for selection

participants
Facility staff

5

One or more aspects of implementation in
their facility did not proceed as expected.

Facility staff

4

Described as a good and/or enthusiastic
facilitator.

Facility manager

3

Experience of implementation in more than
one facility.

Facility staff

3

Involved in implementation in more than one
role.

Facility staff

2

Working in a facility described as an ‘average’
performer.

Potential participants were initially approached by email (Appendix D contains the
email text). A copy of the information sheet approved by the ethics committee
(Appendix E) was attached to the email.
Interviews were conducted in person, the major disadvantage of which was the
additional expense compared to telephone interviews. The decision was made not to
interview people from some of the more remote facilities. In practice, this excluded
visits to seven facilities but did not exclude interviewing people from lead
organisations with knowledge of what happened in those facilities. Of the 108
facilities involved in the EBPRAC program, 101 facilities were ‘in scope’ for selecting
facility-based staff to interview.
Forty-eight people were approached to be interviewed, of which 46 accepted. Of the
two that declined, one gave no reason and one indicated that while she would like to
be interviewed she would soon be taking up a new position and it would be ‘wise to
decline at this stage’. Two people accepted but did not respond to subsequent
attempts to arrange a suitable time. Upon arrival at seven of the interviews the
person who had accepted the invitation to be interviewed suggested that someone
else who had worked closely with them should also be interviewed at the same time.
In all cases these suggestions were agreed to and verbal consent obtained.
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Fifty-one people participated in 44 interviews (Table 4-3). Of the 35 facility staff, 16
were primarily working in a facilitator role and 19 were primarily working in a
managerial role. The position titles for facilitators and managers were quite varied.
In some cases a person held a managerial position (e.g. deputy director of nursing)
but fulfilled a facilitator role for the purposes of implementation, and is thus counted
as a facilitator. All except two of the facility staff were registered nurses. The
number of participants from each of the 13 EBPRAC projects ranged from two to six.
Table 4-3

Summary of people interviewed
Group of participants

Number of

Number

interviews

interviewed

Working in facilities

29

35

Working as members of lead organisations

15

16

Total

44

51

On average, facility staff had worked a total of about 12.5 years in residential aged
care (median 9 years, range 2 to 35 years) and almost eight years in their current
position (median 5 years, range 1 to 35 years).
Participants from lead organisations included people contracted to work specifically
on the EBPRAC project and senior academics with ongoing research interests in
aged care. Thirteen had nursing backgrounds and eight had a background in either
synthesising the evidence being implemented or using evidence in aged care more
broadly. All had experience that included working in residential aged care and/or
the area of clinical practice that was the focus of implementation.
Participants had experience of implementation in 87 facilities. Details of the
ownership and location of these facilities are summarised in Table 4-4.13 Of the 35
facility-based participants, 32 were in a position to talk about their experience of

13

The categorisation of location by remoteness is that used by the Australian Government

and Australian Institute of Health and Welfare, comprising five categories of remoteness:
major cities, inner regional, outer regional, remote and very remote.
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implementation in one facility. Facility-based participants worked in 25 separate
locations in New South Wales, Queensland, South Australia and Victoria.
Table 4-4

Facility ownership and location

Ownership

No.

Location by state

No.

Location by remoteness

No.

Charitable

11

New South Wales

17

Major cities

48

Community-based

11

Queensland

10

Inner regional

24

Private

16

South Australia

17

Outer regional

14

Religious

30

Victoria

39

Remote

0

State government

19

Western Australia

4

Very remote

1

Total

87

87

87

Participants had extensive experience of implementation, averaging 10.8 months
from commencement of implementation to interview date. The distribution of the
time interval is shown in Figure 4-1. Commencement of implementation was
identified by the active involvement of facility staff, usually consisting of attendance
at some form of education or forums such as action research meetings. Only one
participant did not have experience of implementation for the full time period
between commencement of implementation and the date of their interview.

No. of participants

16
14
12
10
8
6
4
2
0
1-3

4-6

7-9

10-12

13-15

16-18

19-21

22-24

Months
Figure 4-1

Time from commencement of implementation to interview
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4.4 INTERVIEWS
Consistent with the critical realist perspective that there is an element of a
reciprocal relationship between the researcher and what is researched, interviews
were conducted in a manner that has been described as ‘literally an inter view, an
inter-change of views between two persons conversing about a theme of mutual
interest’ (Kvale and Brinkmann 2009, p 2). Both interviewer and interviewee may
learn from the experience. Interviews have also been referred to as ‘a conversation
that has a structure and a purpose’ (Kvale and Brinkmann 2009, p 3) or as ‘guided
conversations’ (Yin 2003, p 89).
Kvale and Brinkmann (2009) argue that a good interview question should have a
dual purpose: to add to knowledge, which they describe as the thematic dimension,
and to promote a good interaction during the interview, which they describe as the
dynamic dimension. The aim of a good interaction is to maintain the flow of
conversation and encourage interviewees to talk about what they know and think.
An individual question may not necessarily be good thematically and good
dynamically: it may be good ‘thematically’ but not facilitate interaction, whereas
another question may promote interaction but add little new knowledge. The
descriptions of interviews as an exchange of views and as conversations were
considered appropriate for exploring complex issues such as the content, context
and process of change.
Participants were likely to be busy people with constraints on their time; hence it
was considered preferable, if necessary, to finish interviews early and lose some
data rather than irritate participants by taking up too much of their time (Walsham
2006). When interruptions occurred (e.g. phone ringing, a knock on the door) the
recorder was turned off until it was appropriate to resume the interview. When
participants apologised for any interruptions the response was simply to state that
‘the world can’t stop just because I want to conduct an interview’. In practice, there
was only one interview where an opportunity was lost to explore some issues in
more depth because the interview was shortened in response to multiple
interruptions.
Interviews took place between September and December 2009 and between April
and November 2010. The locations of the 41 interviews conducted in person were
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determined by participants: 35 at their place of work, three in their own home and
three in a café or hotel bar of their choosing. All interviews were conducted by the
researcher.

4.4.1 Interview questions
Patton (2002) suggests that six kinds of questions can be asked in interviews:
questions about experience and behaviour (what a person does or has done);
opinion and values (what the person thinks); knowledge (what the person knows);
feelings (what the person feels about something); senses (what the person has seen,
heard, touched etc.); and background (to identify characteristics of the person being
interviewed). The interview questions in this study focused on the first three of
these question types. Patton’s typology was not used as a framework for developing
interview questions, but rather as a way of identifying what questions would not be
included i.e. questions about feelings, senses and background. Questions can be
asked about the past, the present and the future and all three were considered
appropriate for various questions.
Interviews were semi-structured, starting by asking participants to talk about their
role in the project that served as the catalyst for the interview and concluding by
asking whether there was anything they would like to add to help the researcher
understand how to implement change within residential aged care, based on their
experience. The remainder of the interview consisted of some general questions
(Table 4-5), questions prompted by what participants said and questions exploring
specific issues that either arose during the interview or had arisen as a result of data
analysis. The questions in Table 4-5 were contextualised to the topic of
implementation (as indicated in the table) and previous answers given by
participants. Appendix F contains a copy of the interview guide.
Not all the questions in Table 4-5 were asked in each interview, depending on how
the interview progressed, and the questions were not asked in any specific order, in
keeping with the conversational tone of the interviews. The first and last questions,
together with the questions in Table 4-5, formed 25% of the total questions asked
across all the interviews.
In keeping with Pettigrew’s framework, the initial set of interview questions
covered issues regarding the content, context and process of change (Table 4-5).
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Four of the questions were very general, with the potential to elicit responses
covering all three elements of Pettigrew’s framework.
Table 4-5

Initial set of interview questions

Element(s) of

Question

Pettigrew’s framework
Context of change

How important was the project? (Follow up – in what way was
the project important and who were the main intended
beneficiaries?)

Context of change

How well was (insert) being done prior to the project starting?

Context of change

Was there anything else happening at the same time as the
project that helped or hindered changes in (insert)?

Content / Process of

How has (insert) changed since the project began?

change
Content of change

To what extent have the changes in practice that the project
aimed to achieve been implemented?

Content of change

Do you think the project achieved any benefits (direct or
indirect) for either residents or staff?

Content of change

Have the changes been sustained so far? (Follow up – if so, do
you think the changes will be sustained into the future?)
Why do you think those changes occurred in the way that they
did?
Based on your experience, what would you say were the

Context / Content /

strengths of the project?

Process of change
What would you say were the weaknesses of the project?
If the project was starting over again, what would you like to
see done differently?

The average time for each interview was 51 minutes, with an average of 43
questions per interview. The semi-structured nature of the interviews is illustrated
by Figure 4-2, which plots the length of each interview against the number of
questions asked in each interview. There is a slight upward trend (the longer the

Methods

79

interview, the more questions asked), but in general the major influence on the
number of questions asked was not the length of the interview but what participants
had to say and how they said it. Some participants answered questions concisely,
which tended to result in more prompting than with participants who covered a
broader range of issues in a more expansive manner when responding to each
question. The longest interview (113 minutes) included a relatively small number of
questions (28).
80
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Figure 4-2

Interview time and number of questions in each interview

After all the interviews had been conducted and transcribed, the interview
questions were coded into one of three categories:14


The initial set of questions outlined in Table 4-5, plus the standard first and
last questions.



Questions prompted by answers given by participants, averaging 15 per
interview. The most common prompts were to clarify what the participant
had said and to expand on the rationale for what they had said. Some
examples are included in Table 4-6.

14

Coding was done using NVivo software, described in Section 4.5.2.
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Questions arising from the process of theoretical sampling, detailed in the
next section.

In addition, some questions were asked to promote interaction rather than add new
knowledge, in keeping with the conversational style of the interviews, and are not
included in any of these categories. Data on the number of questions in each
category were exported into Excel for further analysis.
Table 4-6

Questions to clarify or understand rationale for answer s

Prompt
Clarification

Examples of questions
You talked about making it shine. Can you talk about what you mean by
that?
When did that change happen?
Has that happened because of the project?
When did that start?
How much of it was new to them?

Rationale

So why did you feel committed to the project?
Why are people frightened to ask why?
Why was it so different, do you think?
Can you talk about why it’s a privilege to work there?
Did anything in particular, as you described it, help them click onto it?
Can you talk a bit about how it’s helped you to think outside the square?
That initial reluctance you talked about to use the pathway – why do
you think there was that initial reluctance?

4.4.2 Theoretical sampling
Theoretical sampling occurs when researchers ‘go to places, persons and situations
that will provide information about the concepts they want to learn more about’
(Corbin and Strauss 2008, p 144). In theoretical sampling, the researcher selects
both participants and interview questions to answer questions that have arisen out
of the process of data analysis. There are three approaches to theoretical sampling:
1) Selecting people to interview based on their ability to provide information
about a particular concept.
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2) Re-focusing interview questions to gain specific information about a
particular concept.
3) Introducing new interview questions to gain information about a particular
concept.
Theoretical sampling has been described as ‘an approach that aims at building a
bridge between the structure developing (in the theory) and the variance existing
(in the field or phenomenon)’ (Flick 2007, p 29). In other words, the researcher
follows clues or leads that have emerged from data analysis (Birks and Mills 2011),
with the researcher acting in the role of a detective, not sure where the clues will
lead but ‘always open to what might be uncovered’ (Corbin and Strauss 2008, p
144).
There are differing views about when to use theoretical sampling. Charmaz argues
that introducing theoretical sampling too early ‘may bring premature closure to the
analysis’ (2003, p 266), whereas others argue that theoretical sampling should be
used from the start of data collection (Birks and Mills 2011). The latter view was
adopted in this study. As participants spoke about what appeared to be important
influences on the process of implementation, their responses were used to guide
questions in subsequent interviews, while retaining the generic questions
(summarised in the previous section) to mitigate the potential for ‘premature
closure’.
Although theoretical sampling is fundamental to grounded theory, there is little
guidance in the literature about how to make the decisions that put this into practice
(Draucker, Martsolf et al. 2007). In the published literature authors may say that
they have used theoretical sampling, but ‘infrequently discuss how these activities
are connected to the theoretical constructs being developed at a particular stage of
analysis’ (Draucker, Martsolf et al. 2007, pp 1139-1140).
Selecting people to interview based on the first approach to theoretical sampling
(the ability of particular individuals to provide information about a particular
concept) was not done, primarily because sampling took place across such a wide
range of facilities, projects and roles. Theoretical sampling was concentrated on
approaches (2) and (3). In practice, this resulted in interview questions becoming
more specific as time went on. This involved not only re-focusing questions and
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introducing new questions, but also the use of prompts when participants started
talking about events and experiences aligned with concepts derived from the data.
In summary, people were sampled on the basis that they would be ‘information-rich’
in a general sense, and interview questions were used to sample theoretically.
In general, the level of abstraction required to arrive at a set of findings took a
considerable period of data analysis, but the various components of those abstract
concepts were apparent quite early in the process of data collection and informed
many of the interview questions, particularly in the later interviews. Examples of
such questions are included in Table 4-7.
Table 4-7

Examples of questions used to sample theoretically

Concept

Question
How important has language been?

Language and
conversation

Have you noticed any changes in the way the staff talk to each
other, in terms of the language they might use, for example?
You talk a lot about discussing and having the conversation. How
important is that, people talking through all these things together?
Do you think people respond differently if you’re able to say to
them, there is actually some evidence to support this, rather than

The framing of change

it’s just a bright idea that somebody has had?
Has it helped to change practice in any way, being able to say to the
staff, we want to now use this product or make this change and it's
actually based on evidence?
What turns a good day into a bad day?
How much change is there in the course of the day-to-day running

The nature of daily
work and competing
priorities

of a facility like this?
How much of a routine is there over the course of the day?
Is there a tension between delivering this complex clinical care that
you described, which requires highly trained people, and providing
a social approach, as you talked about, or a home-like environment,
that relies on a lot of unregulated care staff?
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As described in the previous section, questions primarily consisted of three types:
an initial set of general questions, questions prompted by answers given by
participants and questions arising from theoretical sampling. Figure 4-3 summarises
the number of ‘initial questions’ and theoretical-sampling questions asked in each of
the 44 interviews, and indicates that as interviewing continued, the prominence of
the original set of questions diminished and questions linked to emerging concepts
became more prominent. The data in Figure 4-3 does not include questions
prompting for further information.

Theoretical sampling questions

Initial set of questions

Linear (Theoretical sampling questions)

Linear (Initial set of questions)

Number of questions
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Figure 4-3

Occurrence of questions in interviews

The low number of questions in the 22nd interview (involving a facility manager)
arose from the almost total absence of any change having taken place within the
facility and the relatively simple explanation of why that was the case. This resulted
in a short (17 minutes) interview.
Figure 4-3 should be interpreted with some caution and is best considered as a
schematic rather than literal representation of the questioning process. Theoretical
sampling is about what questions are asked and the ‘fit’ of those questions to
concepts emerging from data analysis, rather than the number of questions, but the
figure does illustrate the changing nature of the interviews over time in a way that is
difficult to capture in other ways.
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4.4.3 Interview format and recording
One important issue is whether interviews should be conducted in person or by
telephone. Shuy (2001), based on a review of the literature, suggested some
important differences between the two formats:


Telephone interviews can have a faster pace, which can lead to less
thoughtful responses.



It can be more difficult to conduct interviews on complex issues by
telephone.



In-person interviews allow for visual clues between interviewer and
interviewee.



In-person interviews have greater potential to avoid an unequal power
relationship between interviewer and interviewee.



In-person interviews have greater potential for ‘naturalness’, which is more
likely to result in open expression and comfort (Shuy 2001).

These differences were important considerations in deciding to conduct interviews
in person. Also, the focus of the study was to examine what was happening in the
context in which it was taking place, which is consistent with in-person
interviewing.
With three exceptions, all interviews were conducted in person. For two of those
exceptions, unexpected events prevented the interviewee from participating as
planned. In both cases they were most apologetic and a follow-up phone interview
was arranged. In the case of one interview the logistics of an in-person interview
proved to be too difficult, and hence a phone interview was arranged.
Interviews were recorded using an Olympus Digital Voice Recorder DS-2000 with a
conference microphone. Batteries were changed regularly, with spare batteries
always taken to interviews. The numbering and storage of recordings and
transcripts were conducted diligently. As soon as practical after each interview the
first few seconds of the interview were listened to as a way of checking that the
recording was of adequate quality for transcription. No problems were experienced
with recording or the subsequent handling of recordings and transcripts, with the
exception of one interview where the level of background noise made transcription
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difficult. Only one person did not agree to the interview being taped but did agree to
the taking of notes.

4.4.4 Reactivity
Reactivity ‘is the state of affairs that results from the use of any means to generate
data that influence the respondents, participants or subjects who provide the data’
(Schwandt 2007, p 255). The awareness that data is being collected is often referred
to as the ‘guinea pig’ effect (Lincoln and Guba 1985). This effect had the potential to
influence responses, particularly given the role of the researcher in the evaluation of
the EBPRAC program. In keeping with the modified form of objectivity (see Table
3-1) that is a feature of critical realism, the aim was to achieve what Patton
described as ‘empathic neutrality’ (Patton 2002, p 50).
It is not possible to eliminate reactivity altogether, particularly in an interactive
process such as an interview. It was considered important to be punctual and dress
appropriately – not too formally but not too informally either. Depending on
circumstances and the wishes of the interviewee, about 5 to 15 minutes were
usually spent conversing with participants before each interview to establish some
rapport and explain the purpose of the interview. Fourteen of the participants were
already known to the interviewer from mutual involvement in the EBPRAC program.
Several strategies were used to enhance a more equal power-sharing arrangement
between interviewer and participants – scheduling interviews at a time and place of
the participant’s choosing, providing details about the researcher and the research,
responding to questions from participants (before, during and after the interview)
and, during interviews, wording and ordering questions in accordance with replies
previously given by respondents. The common background in health care,
particularly nursing, between interviewer and interviewee made it easier to
establish a rapport than might otherwise have been the case.
Interviews were framed not in terms of making any judgements about ‘success’ or
‘failure’ but to tease out the respondents’ experiences to inform others who might
want to do something similar. There were some frank responses, indicating a
willingness to talk openly about the process of implementation, as demonstrated by
the following examples:
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At the beginning, I found it very hard to not know what on earth we were doing ...
like ‘this is so airy fairy, I don’t know what is happening here’. (11F)
I had a very purist idea of how this whole project was supposed to work, we were
going to solve the problems of the world …. I think if we had realised early on or
we had not aimed so high I think we would have felt more satisfied with the little
changes that we've made. (23L)
We chose champions who we saw identified with person-centred care, who
already showed some of that person-centred care skills. But in hindsight they
probably weren’t necessarily leaders. (28F)
I had this vision in the beginning that I would be able to do that, but in actual fact
it was never going to work. (34L)
There are lots of things I would probably do differently, including giving myself a
bit better training in the first place ...it was sort of flying blind a lot of the time.
(36L)

4.4.5 Transcription
A diligent approach to transcription is important for ensuring the trustworthiness of
the research. In the last 30 years a considerable body of work regarding
transcription has been published, primarily focused on language-related research
rather than wider fields of qualitative research (Bird 2005). The literature includes
many calls for more attention to the issue of transcription in qualitative research,
but little empirical research has been undertaken (Davidson 2009).
Davidson (2009) argues that transcription is an inherently selective process because
it is not possible, nor in general is it desirable, to capture all the features of spoken
words and interactions from a recording. Bucholtz (2000) and Oliver et al. (2005)
refer to transcription practices as lying on a continuum from naturalised to
denaturalised, but conceptualise the two ends of the continuum in opposite ways.
For example, Bucholtz describes naturalised transcription as a process whereby
what is written takes primacy over what is spoken e.g. with the inclusion of writing
conventions such as commas, full stops and paragraphs. This is similar to what
Oliver refers to a denaturalism, which focuses on the content of what is spoken: the
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meanings and perceptions that words represent, with removal of ‘idiosyncratic
elements of speech (e.g. stutters, pauses, nonverbals, involuntary vocalizations)’
(Oliver, Serovich et al. 2005, pp 1273-1274). Such ‘idiosyncratic elements’ can
detract from the content of what an interviewee says (MacLean, Meyer et al. 2004).
Conventional spelling and punctuation not only makes transcripts easier to read but
also promotes checking by other researchers (Lapadat 2000), although there is a
need for caution. As has been pointed out, ‘commas in the wrong place in the
sentence can change the meaning or inference’ (Easton, McComish et al. 2000, p
707).
The subject of interest was the perceptions of those being interviewed, rather than
how those perceptions were communicated, and hence denaturalised transcription,
as defined by Oliver et al. (2005), was used. All interviews were transcribed by a
professional transcriptionist. Each transcription was then compared (by the
researcher) with the recording to ensure accuracy and generate some initial
thoughts regarding coding. The review of each transcript generally took about two
to three hours for each hour of interview time.
Each transcript was assigned a code that identified the relevant project, a number
(from 1 to 51, the number of participants) and a letter to signify the role of the
participant (F for facilitator, L for lead organisation, M for facility manager).15 Each
transcript was then imported into NVivo. The list of participant names and the code
assigned to each transcript were stored securely, separate from the transcripts.

4.4.6 Data saturation
Sampling of people to interview continued until data saturation had been reached.
Data saturation occurs when ‘a researcher determines that a category offers
considerable depth and breadth of understanding about a phenomenon, and
relationships to other categories have been made clear’ (Corbin and Strauss 2008, p
149). Holton (2007) argues that this is ‘ … deceptively simple. One stops when one
no longer needs to continue’ (p 281).
It is not possible to identify a particular moment when it was felt that data collection
should cease, but by the time 39 interviews had been conducted new codes were not
15

Interviews involving two participants were assigned a code for both e.g. 43M_44F.
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being generated and the concepts appeared to be well developed, indicating that
data saturation was close to being achieved. Five further interviews were conducted
to confirm this assessment. Participants continued to describe new events and their
experiences of those events right up until the last interview, indicative of descriptive
diversity. However, analysis of the transcripts of the five interviews did not add
materially to the conceptualisation of the data, indicative of data saturation.

4.5 DATA ANALYSIS
The process whereby data that has been coded ends up forming the basis for a
theory has been described as one where ‘the researcher turns and twists the maze of
codes from a rather mechanical exercise into a creative, sensemaking endeavor for
which there is no magic formula’ (Jonsen and Jehn 2009, p 128). Based on the
experience in this study, not only is there no magic formula, there is no simple way
of capturing what happened in writing, although this and other sections (e.g. the
section on theoretical sampling) attempt to do just that.
The core of the data analysis involved two sub-processes: ‘unitising’ and
‘categorising’. Unitising is the aggregation of data through the use of codes, whereby
data items with particular characteristics are assigned the same code. Categorising
is the process whereby data that have been previously coded are sorted into
categories according to ‘lookalike’ characteristics (Lincoln and Guba 1985). In
developing theory, the researcher works with ‘conceptualizations of data, not the
actual data per se’ (Corbin and Strauss 1990, p 7).

4.5.1 Abduction
Much research relies either on the process of deduction, the focus of which is to test
hypotheses, or induction, the focus of which is to generalise from the particular to
the general. In contrast, it has been argued that the development of theory occurs by
a process of abduction, rather than induction or deduction, and that abduction
‘usually begins with a surprising observation or experience’ (Van de Ven 2007, p
101). Abduction ‘is a way of relating an observation or case to a theory (or vice
versa) that results in a plausible interpretation’ (Schwandt 2007, p 1). Although not
framed in that way in the original text by Glaser and Strauss, abductive reasoning is
now seen as being ‘at the core of grounded theory logic: it links empirical
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observation with imaginative interpretation’ (Bryant and Charmaz 2007, p 46).
Abduction is compatible with critical realism and grounded theory (Oliver 2012).
The aim is to identify the most plausible interpretation of the data in a way that has
been referred to as creative reasoning (Van de Ven 2007).
An example of the process of abduction was a series of disparate comments by
participants across a range of different settings, implementation strategies and areas
of practice; these comments highlighted issues that arose between groups of people
who were different in some way (such as level of education, language or age). This
was not surprising, but it was puzzling in terms of working out a way of linking the
events and experiences conceptually. Eventually, this came together in the concept
of homophily which in turn became part of the core category that provided the best
understanding of all the data, explained in detail in Chapter 6. Another example was
the many references by participants to the fact that changes needed to ‘make sense’.
It was relatively straightforward to code all such instances to a code called ‘making
sense’, but it was more difficult to arrive at a plausible way of linking this finding to
the broader set of concepts in the data. When this did happen it was done in the
form of the concept of ‘the framing of change’, which also became part of the core
category.

4.5.2 Use of NVivo
NVivo software (version 8) was used to assist with data analysis. There are those
who argue against the use of computer software to assist with the analysis of
qualitative data. For example, Holton (2007) refers to the dangers of ‘technology
entrapment’ from the use of such software which she believes results in a ‘largely
mechanistic mind-set’ that is time-consuming and counter-creative. Glaser is
particularly damning in his criticism of those who use computers in this way,
considering software to be something that ‘nonconceptualizers turn to, and need …
to engage in rote sorting’ (2002, p 29).
The view taken as part of this study is that NVivo is simply another form of
technology to assist with data collation, reduction and analysis in the same way that
pens, highlighters and scissors can be used with paper. The analysis itself is the
preserve of the researcher.
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NVivo proved to be very useful, particularly for constantly comparing data and
concepts. The matrix function within the software, which allows a matrix to be
constructed with any data source, code, memo, case or set on either axis, was very
beneficial.16 As the mass of data increased over the course of the interviews, NVivo
was very reassuring because of the ease with which data could be managed.

4.5.3 Coding
Codes assign ‘units of meaning’ to a piece of text (Miles and Huberman 1994).
Saldana has defined a code as ‘a word or short phrase that symbolically assigns a
summative, salient, essence-capturing, and/or evocative attribute for a portion of
language-based of visual data’ (2009, p 3). The literature includes many different
ways of coding data, with Saldana (2009) outlining 29 different coding methods.
Miles and Huberman (1994) refer to three types of code – descriptive codes,
interpretive codes and pattern codes – with increasing degrees of explanation and
interpretation in moving from descriptive codes, which require little interpretation,
to interpretive codes and pattern codes.
Sometimes different types of code are mutually exclusive, but that is not always the
case: a code applied to a piece of text may fit into more than one type of code. This
arises because some coding systems are sequential (one type of coding is done first,
followed by another type), some have varying degrees of abstraction (‘concrete’
codes through to abstract codes) and some are hierarchical (one type of code is a
sub-category of another type). The use of one type of code at a given point in time
does not mean that another type of code cannot also be used at the same time. For
example, In Vivo codes are codes based on what people say. However, there may be
instances where the words people use are better summarised by a short phrase that
does not contain those words. Codes may reduce data, but can also be used to
summarise or condense it (Saldana 2009).
Explanations for ‘how to code’ do not always capture the iterative nature of coding –
coding is not a neat process of doing one type of coding, followed by another type of

16

Within NVivo a case brings together all the data about a particular subject and a set can be

used to organise a combination of sources or codes (for example, all the interviews involving
a particular group of participants).
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coding. The process of constant comparison means that different pieces of text may
be at different stages of coding at the same time, each with the potential to influence
the other. One of the lessons from this study was that coding is very much a craft
that develops with the experience of doing it.
Coding lies at the core of grounded theory, and has elicited much controversy
between the various schools of grounded-theory. Birks and Mills (2011) provide a
summary of the coding phases as set out by the three main schools (Table 4-8).
Table 4-8

Phases of coding
Initial coding

Intermediate

Advanced coding

coding
Glaser and Strauss

Coding and

Integrating

Delimiting the

(1967)

comparing incidents

categories and

theory

properties
Glaser (1978)

Open coding

Selective coding

Theoretical coding

Strauss and Corbin

Open coding

Axial coding

Selective coding

Initial coding

Focused coding

Theoretical coding

(1990; 1998)
Charmaz (2006)

Note: The table is taken from Birks, M. and J. Mills (2011). Grounded theory: a practical
guide. Los Angeles, SAGE Publications. Table 7.1, page 116.

The most useful lesson from the table is that the three schools have in common
three levels of coding. The starting point is always what is described as either open
or initial coding; it is from that point on that approaches diverge (Flick 2009).
Strauss and Corbin (the most closely followed of the three ‘schools’ for this study)
changed their approach over time. The second edition of their book (Strauss and
Corbin 1998) contained an extensive explanation of axial coding; by the third edition
this explanation was greatly reduced, with a comment that distinctions between
open and axial coding were ‘artificial’ (Corbin and Strauss 2008). The third edition
contains no mention of selective coding. They have also not been entirely consistent
about what should be coded. In the second edition (Strauss and Corbin 1998) they
refer at one point to how coding should focus on phenomena and explanations, but
at another point they refer to grouping ‘events, happenings, objects, and
actions/interactions that are found to be conceptually similar in nature’ (p 102).
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The coding structure used in the study reflected the three levels typically found in
grounded theory, influenced by a generic approach developed by Saldana (2009)
that includes a combination of coding methods (Table 4-9).
Table 4-9

Summary of coding methods

Coding method

Description of method

Use of the method in this study

Initial coding
Structural

Assigns a content-based or

Used for coding all data in an

coding

conceptual phrase to a piece of text

initial overview.

that represents a topic of inquiry.
Descriptive

Summarises in a word or short

Used to code for an inventory of

coding

phrase the basic topic of a passage of

contents.

text.
Process coding

In Vivo coding

Uses gerunds (“ing” words) to

Used to code data related to

connote action in the data.

processes.

Uses a word or short phrase from the

Used to attune the researcher to

actual language in the qualitative

participant language and

data.

perspectives.

Intermediate coding
Axial coding

Use of the content of change, context

After transcription and coding of

of change and process of change

the first 16 interviews the initial

conceptual framework to organise

codes were organised into a tree

initial codes.

structure within NVivo.

Theoretical

Functions like an umbrella that

Used to identify mechanisms,

coding

covers and accounts of codes and

including the core or central

categories formulated at earlier

category.

Advanced coding

stages of coding.

The main advantage of Saldana’s approach was its clarity, particularly the
descriptions of initial coding, which assisted with the conceptualisation of codes and
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the assignment of names to the codes.17 The descriptions for structural coding,
descriptive coding, In Vivo coding and theoretical coding in Table 4-9 are from
Saldana (2009). Process coding was added to reflect the conceptual framework for
the research, with its focus on process. Analysing data for process is an ‘essential
step’ to theory-building (Corbin and Strauss 2008, p 100).
In Vivo codes and process codes are not methods to be used as the sole means of
coding, but rather represent sub-sets of other types of codes. For example, given the
conceptual framework for the study (content, context and process of change), the
process code ‘engaging’ was used, rather than ‘engagement’, when coding a piece of
text that described the process of engaging staff. Patton argues that codes and
categories should be judged by two criteria: internal homogeneity and external
heterogeneity. The former refers to the extent to which the data in a particular
category ‘hold together’ in a meaningful way; the latter concerns the differences
between categories (Patton 2002).
Initial coding is an open-ended approach to coding that is closely associated with
grounded theory, although it is suitable for most qualitative studies (Saldana 2009).
Initial coding can be undertaken to varying degrees of detail – by word, line,
sentence, paragraph or even a whole piece of text – and ‘which of these alternatives
you should apply depends on your research question, on your material, on your
personal style as an analyst, and on the stage your research has reached’ (Flick
2009, p 309). In practice, the chunks of text assigned to a particular code ranged
from three or four words to whole paragraphs. Initial coding commenced with the
first interview transcript. Because of the travel required to conduct interviews many
took place in clusters of two or three interviews. Hence, transcription and
subsequent coding also tended to take place in small clusters; in other words,
transcription and coding of one interview was not usually completed before the next
interview was conducted. The number of codes increased over the course of data
collection and analysis, but the rate of increase slowed.

17

The schema developed by Saldana consists of two cycles of coding. Initial coding (as used

here) equates to what Saldana calls first cycle coding. Axial coding, pattern coding and
focused coding are all examples of ‘second cycle’ coding.
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In addition to the coding methods in Table 4-9, those pieces of coded text that
referred to a particular group of people were also assigned a code for that group. For
example, if a participant referred to something a facility manager had done, that
piece of text was assigned the code ‘facility manager’. Any passage of coded text that
referred to how something had helped or hindered implementation was also coded
with either ‘help’ or ‘hinder’. Both these coding strategies were done to facilitate
analysis; for example, comparing the influence of different groups of people, or
comparing what helped and hindered implementation.
The intermediate level of coding (axial coding) began after the first 16 interview
transcripts had been subjected to initial coding. Axial coding is ‘the process of
relating categories to their subcategories, termed “axial” because coding occurs
around the axis of a category, linking categories at the level of properties and
dimensions’ (Strauss and Corbin 1998, p 123). The aim of axial coding is to
reassemble data that have been fractured during the initial coding (Strauss and
Corbin 1998). Within NVivo, the coding of the first 16 interviews was done in the
form of ‘free nodes’, then transferred into a tree structure for axial coding.18 As
coding progressed through the remaining interviews, codes were added and refined.
Examples of codes assigned to each category as part of axial coding are included in
Table 4-10. The full list of categories and codes at the intermediate level of coding is
included in Appendix G. An extract from an interview, identifying the three levels of
coding, is included in Appendix H.
The seven categories in Table 4-10 were primarily influenced by the context,
content and process of change model that framed the early stages of the study. The
addition of a category for ‘characteristics of individuals’ was done in response to a
considerable amount of data about the influence individuals had on implementation
and to the publication, just prior to interviews commencing, of the literature review
by Damschroder et al. (2009), which identified this category as one of five major
domains in the theoretical literature. The category of ‘consequences’ is one
proposed by Strauss and Corbin (1998). They refer to the use of what they call a
18

NVivo uses the term ‘node’ to describe the storage area for accessing coded text, ‘free

node’ to describe a node which does not assume any relationship with other concepts and
‘tree node’ to describe a node in a hierarchy structured according to the nature of the data
and the relationships between the various nodes.
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paradigm or ‘organisational scheme’ that ‘is nothing more than a perspective taken
toward data, another analytic stance that helps to systematically gather and order
data in such a way that structures and process are integrated’ (Strauss and Corbin
1998, p 128).
Table 4-10

Axial coding: categories and codes
Category

Characteristics of individuals

Examples of initial codes assigned to category
A sense of identity
Beliefs about capabilities
Resistance to change

Consequences of change

Seeing the benefits
Help
Hinder

Content of change

Prioritising care
Reviewing care
Complexity of care

Inner context of change

The framing of care
Daily work
Conversing about practice

Outer context of change

Accreditation

Process of change

Influencing be peers
Working together
Making sense

People or organisations

Facilitators
Facility manager
Residents

The use of the categories in Table 4-10 helped with the analysis, particularly in
terms of the links between concepts in the data, comparing the data and thinking
about the differences between the categories. However, once coding progressed to a
more advanced, increasingly abstract level, the conceptualisation of context,
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process and content was much less useful and ceased to be used. Walsham (1995)
uses the metaphor of using scaffolding to put up a building – the point is reached
where the scaffolding no longer serves a useful purpose.
It is difficult to describe the process of moving from intermediate to advanced
coding. It occurred over many months of analysis, involving constant comparison of
data, writing memos and thinking in a more abstract way. Some initial codes were
merged because of conceptual similarity, and some codes became redundant.
Conceptualisation of the more abstract concepts that formed the basis of the core
category and other mechanisms was assisted by writing up the concepts on a
whiteboard, which also helped to identify the links between concepts. Although
there is a facility to do something similar within NVivo, the use of a whiteboard was
found to be a welcome change from the computer screen, and quite liberating. The
somewhat messy arrays of concepts and inter-relationships captured by these
whiteboard exercises were transcribed into a large sketchbook to retain in the study
records and use as the framework for writing up the findings.

4.5.4 Memos
Writing memos over the course of a study is integral to grounded theory, and was
used to capture thoughts, insights and ideas about the data and the process of
analysis. The form that memos take is not important; what is important is that the
memos are recorded (Corbin and Strauss 2008). In total, 117 memos were written
over the course of the study, some quite simple, others more complex, incorporating
ideas about concepts in the data. Four of the memos are included in Appendix I. All
memos were written within NVivo. One of NVivo’s capabilities is the ability to
include a link from one part of the data (memos being one form of data) to another,
which was very useful: memos could include links to pieces of text that had
prompted the memo or illustrated its content.

4.5.5 Constant comparison
Constant comparison, the analytic process of comparing different pieces of data for
similarities and differences (Corbin and Strauss 2008), was used throughout the
process of coding and data analysis. Incidents were compared to each other and to
emerging concepts.
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Comparisons included:


Newly coded data with other pieces of text assigned the same code.



What was said about a particular concept across all the interviews.



Data from interviews with those working in facilities to data from interviews
with those not working in facilities.



What was coded as ‘helping’ with what was coded as ‘hindering’
implementation.



Data from those working in different areas of practice about the same
concept.

Constant comparison resulted in continual refinement of data assigned a particular
code, the content and boundaries of the categories referred to in Table 4-10 and the
conceptualisation of the mechanisms identified in the study. The process of
comparison resulted in a stream of questions to inform subsequent analysis.
As data analysis progressed and the writing up of the findings commenced, the
literature became another source of data for comparison, to support the findings,
elaborate on the findings, provide possible explanations for inconsistencies in the
findings or identify instances where the findings were different to the results of
other researchers.

4.5.6 Triangulation
There are four types of triangulation: methods triangulation, triangulation of
sources, analyst triangulation and theory/perspective triangulation (Patton 2002).
There are criticisms that triangulation is over-used, taking on ‘near-talismanic’
(Miles and Huberman 1994, p 266) or ‘magical’ (Teddlie and Tashakkori 2009, p 32)
status; nevertheless, a degree of triangulation was incorporated into the study.
Triangulation of sources was incorporated by checking the consistencies and
inconsistencies in what the three groups of participants (facilitators, facility
managers and members of lead organisations) had to say. There were overlaps
between the groups of facilitators and facility managers, primarily because some
facilitators held managerial positions. Therefore, triangulation of sources mainly
consisted of comparing responses of facility-based and non-facility-based
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participants by combining data from interviews with facilitators and managers. This
took place throughout the process of data collection and data analysis.
An element of methods triangulation was incorporated by using documentation
(project progress reports and project evaluation reports) available to the researcher
from the EBPRAC program. This included checking the consistency of findings
generated from the interviews with data collected as part of the evaluation of the
program. The lead organisation for each project was required to submit a sixmonthly progress report that included 34 questions, many of which were about
what was done, or not done, with some questions prompting respondents to think
about why and how events unfolded as they did. One of the questions asked each
lead organisation to identify what they considered to be the ‘essential ingredients
for success (the ‘must have’ or ‘must do’) of the project’. The responses raised many
of the issues that arose in the study findings: engagement, trust, working together,
communication, leadership, management support, collaboration, collegiality and the
importance of staff being committed and enthusiastic (the responses from each
project are summarised in Appendix J).
The project progress reports were submitted to both the funder and the evaluator of
the EBPRAC program. The template for the reports was developed prior to this
study commencing; that is, the data collection method and the purpose of the
progress reports were not linked to this study. The progress reports were available
to the researcher and were used to inform the selection of participants and some of
the questions asked in some interviews (for example, a prompt for clarification
where a participant’s comments appeared inconsistent with what had previously
been reported for that project). The data in the progress reports were not used to
develop the findings, but, as previously mentioned, did increase theoretical
sensitivity to the data collected from participants. The data also served as another
comparator during the development of the study findings. It would be incorrect to
view this as triangulation in a true sense, but it did add to the credibility of the study
findings (see next section for further details about credibility and the overall quality
of the study).
Each of the lead organisations was funded to conduct an evaluation, completed by
December 2009 for Round 1 projects and December 2010 for Round 2 projects.
These evaluation reports were also available to the researcher. When data analysis
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for the study had been completed, all 13 of the reports were read to identify any
inconsistencies between the study findings and project evaluation findings.
Effectively, the project evaluation reports served as another literature source.
Evaluation reports are publically available for the projects on nutrition and
hydration (Byles, Perry et al. 2009), oral health (Fricker and Lewis 2009), wound
management (Edwards, Anne Chang et al. 2010) and palliative care (Parker, Hughes
et al. 2010). Reading the project evaluation reports did not prompt any
reconsideration of the study findings nor were any of the project evaluation reports
cited in the findings.
Given the diverse nature of the projects funded by the EBPRAC program there were
no common outcomes across the program, either outcomes for residents or
outcomes of implementation. The changes to resident care were relatively smallscale and not conducive to measurement (Section 7.2). This precluded the use of
information about the success of individual projects as a data source for the
purposes of triangulation. This situation is consistent with the findings from a
review of research use in social care practice (which encompasses residential aged
care) which found that very few studies have been conducted to measure the impact
of research use on outcomes for service users and that even when this has been
done it was difficult to assess the extent to which research use influenced outcomes
(Walter, Nutley et al. 2004).

4.6 STUDY QUALITY
The criteria for judging the quality of qualitative research should be ‘modified to fit
the circumstances of the research’ (Corbin and Strauss 1990, p 20). Criteria such as
validity and reliability, the cornerstones of quantitative research, were not
considered appropriate for this study. The situation is best summed up by Flick
(2007), who concluded that there is no generally accepted approach for determining
the quality of qualitative research, despite all the attention the subject has received.
The most frequently cited method is attributable to Lincoln and Guba (1985), who
suggested trustworthiness as the main criterion of quality – the extent to which an
inquirer can persuade audiences that the findings are ‘worth paying attention to,
worth taking account of’ (p 290). They proposed four criteria for judging
trustworthiness: credibility, transferability, dependability and confirmability, which
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they termed the ‘naturalist’s equivalents’ for internal validity, external validity,
reliability and objectivity (Lincoln and Guba 1985). Flick makes the point that in the
absence of benchmarks or indicators for these criteria, it remains difficult to
distinguish between good and bad research, arguing that ‘the idea of criteria without
the formulation of benchmarks degenerates into well-meant formulations of
intentions’ (Flick 2007, p 21). For example, when discussing credibility, Lincoln and
Guba only propose strategies for increasing credibility, which begs the question of
how anyone is supposed to know when credibility has been attained. This quickly
descends into an ‘everything is relative’ stance that leads nowhere and is not helpful.
Miles and Huberman, who ‘remain broadly in the “critical realist” tradition’ (1994, p
277), advocate the criteria listed in Table 4-11. The criteria pair traditional terms
with those proposed by Lincoln and Guba; these terms were used for this study.
Table 4-11 summarises the techniques that were used to enhance trustworthiness.
The descriptions of each criterion are from Miles and Huberman (1994).
Table 4-11
Criteria

Criteria and techniques to facilitate trustworthiness
Description

Strategies used in this study to enhance
trustworthiness

Credibility/

The findings make

Prolonged engagement in the field facilitated

internal

sense, are credible to

identification of inconsistencies in the data

validity/

readers and provide

and learning about the context of residential

authenticity

an authentic portrait

aged care.

of what happened.

Persistent observation facilitated the
targeting of questions and exploration of
issues that might not otherwise have been
mentioned.
The literature was used to enhance sensitivity
to the data, indicate questions to be asked
and stimulate questions during data analysis.
Data was collected from three groups of
people, each with a different perspective on
what had taken place.
Constant comparison of data promoted
credibility of the findings.
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Criteria

Description

Strategies used in this study to enhance
trustworthiness
Participants were recruited who had in-depth
knowledge about implementation and the
context within which that took place.
Participants had extensive experience in
residential aged care and provided an
authentic description of what took place.
Theoretical sampling was used to gain
additional data about concepts that emerged
from data analysis.
Careful recording and transcription enhanced
the credibility of data collection.
Prompts for clarification were used during
interviews to ensure that answers by
participants were clearly understood by the
interviewer.
The findings were consistent with the results
of other research, while fitting together in a
novel way.
The concepts in the findings could be
connected in a systematic way.
The findings were compared to
documentation generated by the EBPRAC
program to look for any inconsistencies.

Transferability/

The conclusions of the

The characteristics of participants and

external

study are transferable

settings were described in sufficient detail to

validity/

to other contexts.

allow for comparison with other samples.

fittingness

Sampling of participants and theoretical
sampling with interview questions were
diverse enough to suggest broad applicability
of the findings.
The findings included sufficient description to
allow readers to judge potential
transferability to their own settings.
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Criteria

Description

Strategies used in this study to enhance
trustworthiness
The findings were congruent with prior
theory (with details included in the relevant
chapters).
The findings and conclusions were generic
enough to be applied in other settings.

Dependability/

The process of the

The paradigm and constructs underpinning

reliability/

study is consistent

the study were clearly specified.

auditability

and reasonably stable.

Data were collected across the full range of
settings and respondents indicated by the
research question as being appropriate.
Document management was undertaken
using NVivo software throughout the study,
preceded by extensive training in using the
software.
All interviews were undertaken by one
person using a consistent approach.
Methodical recording and transcription of
interviews enhanced the dependability of
data collection.

Confirmability/

Relative neutrality

Study methods were described in detail,

objectivity

and reasonable

including sequence of data collection and data

freedom from

analysis.

unacknowledged

Position of ‘empathetic neutrality’ was taken

researcher biases

to reduce reactivity during interviews.
The literature was used to confirm findings
from data analysis.
Potential biases were acknowledged in the
section of the thesis on theoretical sensitivity.
Theoretical sensitivity was enhanced by
referring to the work of others.

Note: the content of the table was prepared after consulting various sources: Lincoln and
Guba (1985), Miles and Hubermann (1994), Flick (2007), Tuckett (2005) and LaFave (2008).
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Miles

and

Huberman

add

a

fifth

criterion,

which

they

refer

to

as

utilisation/application/action orientation. This refers to the extent to which the
findings of a study are used by others. This will be critically dependent, in the first
instance, on the extent to which the findings are disseminated. Work on meeting this
criterion has already taken place, with one publication and various presentations
arising from the study, and will continue with further publications and
presentations.

4.7 ETHICAL CONSIDERATIONS
The research was considered to be low-risk, as defined in the National statement on
ethical conduct in human research (National Health and Medical Research Council
2007). Low-risk research is that in which there may be some inconvenience due to
the time taken to participate, and the only foreseeable risk is one of possible
discomfort arising from the nature of the questions, although this was considered to
be unlikely. Participants were not considered to be vulnerable, as defined by the
National statement on ethical conduct in human research, and hence oral consent was
considered to be sufficient for the purpose of confirming their willingness to
participate in the interviews. The research was approved by the University of
Wollongong/South Eastern Sydney & Illawarra Area Health Service Human
Research Ethics Committee.
There was only one situation where a participant appeared to exhibit some
discomfort about responding to questions, due to a strained working relationship
between the participant and some colleagues. The nature of this working
relationship did affect implementation (as described by the participant), and was
therefore relevant to the research question, but this was not probed further when
discomfort became apparent.
Particular care was taken in selecting quotations for inclusion in the thesis, avoiding
anything that might identify individual participants, however unlikely that might be.
Situations where identification might have been possible included particular
language that an individual might be well known for using or details that could only
have come from one person. Examples of the latter arose where a person with a
particular role in a project about a specific area of practice made comments that
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included details about their role, and mentioned the area of practice, hence
potentially revealing their identity to someone with knowledge of that project.

4.8 SUMMARY
The design of the research methods evolved over time and involved a series of
decisions to answer the research question:


Use Pettigrew’s approach to the study of organisational change as the initial
conceptual framework for the research.



Augment the conceptual framework with definitions of key terms.



Maximise the opportunity afforded by the scope of the EBPRAC Program to
collect data from a wide range of participants, rather than conduct in-depth
case studies.



Use grounded theory to inform the methods for collecting and analysing
data, influenced by the Corbin and Strauss approach, which recognises the
role that literature can play in guiding the process. Ultimately, the research
was framed by a combination of the conceptual framework and grounded
theory.



Conduct a series of in-depth, in-person, semi-structured interviews. This was
based on the assumption that the conceptual framework, research question
and results from the literature review meant that data collection should
maximise the opportunity to investigate the implementation of change in
considerable detail.



Use purposive sampling to identify potential participants to invite for
interview.



Use questions to undertake theoretical sampling during interviews.



Use a specific set of criteria for ensuring the quality of the research process.

The study design was influenced by the background of the researcher, the results of
the literature review and the need to differentiate the research from the evaluation
of the EBPRAC program. The next chapter provides a brief introduction to the study
findings which are then explored in more detail in the ensuing four chapters.
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CHAPTER 5

PREFACE TO RESULTS

This chapter introduces the study results and provides some insights into how the
results were developed.
By the time 16 interviews had been conducted, transcribed and coded many
concepts were apparent in the data, but only in a very ill-defined way. Data
collection and analysis continued, with constant comparison of data and writing of
memos until data saturation was reached. This resulted in the identification of four
mechanisms, of which the first constituted the core category:
1. On Common Ground
2. Learning by Connecting
3. Reconciling Competing Priorities
4. Exercising Agency
The order of the four mechanisms in this list reflects the order in which each
mechanism was developed from the data. Some form of conceptualisation of the way
in which people interacted to implement change was thought at a fairly early stage
of data collection and analysis to be the core category. Initially this was labelled
‘engaging’ for the purposes of coding. This evolved into thinking about the nature of
the social interaction that supported a change in practice, as described by
participants. Further work led to the development of the concept of On Common
Ground as both a mechanism and the core category by virtue of its pervasive nature
across the data. The importance of proposed changes ‘making sense’ was identified
in the coding of the second interview and stayed conceptualised as ‘making sense’
for a long time until finally being re-framed slightly to form part of the core category.
The process by which people learnt was identified early on as important, but it took
a great deal of refinement until it became fully formed as the mechanism Learning by
Connecting. The day-to-day work within facilities and the constantly shifting
priorities within that environment were issues that emerged in the coding of the
third interview and explored further in subsequent interviews, resulting in the
mechanism Reconciling Competing Priorities. The need for facility staff to be
‘passionate’ about proposed changes was spoken about by the first participant and it
soon became evident that participants were repeatedly referring to staff motivation
as an important influence on the implementation of change. The concept of
Preface to results
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motivation and various other related concepts came together as the mechanism
Exercising Agency, but only after collecting data from participants with a wide range
of experiences.
It is important to note that there are many relationships between the mechanisms
(summarised in Chapter 10) as well as overlaps. For example, ‘trying out’ a new
practice to see how it might work was a strategy for Reconciling Competing
Priorities, a practical means of linking new knowledge with existing practice and
knowledge (a component of Learning by Connecting) and a way of informing
decision-making about a new practice, a component of Exercising Agency. Figure 5-1
provides a schematic representation of the four mechanisms, based on an
underlying sense that all four mechanisms were necessary but none was sufficient
for change to occur. The figure is explained further in Chapter 10.

Exercising Agency
Willingness to act, beliefs, capability to act, deciding to act

Learning by Connecting

Reconciling Competing
Priorities

Connecting new knowledge
with existing practice and

Routines and competing

knowledge, connecting

priorities, strategies for

outside the square,

reconciling competing

connecting actions to

priorities

outcomes

On Common Ground
Conversing about practice, a common language, common framing of care, common framing of
change, homophily
Figure 5-1

Cumulative effect of the four mechanisms
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The mechanism Reconciling Competing Priorities involves consideration of the
changes that took place and provides some context for understanding the other
three mechanisms. It is therefore the second mechanism described in the findings.
The first mechanism described in the findings is the core category, which provides
the greatest understanding of the data. The structure of the next five chapters is as
follows:
Chapter 6

On Common Ground.

Chapter 7

Reconciling Competing Priorities.

Chapter 8

Learning by Connecting.

Chapter 9

Exercising Agency.

Chapter 10

Summary of findings

As noted in Section 4.5.5, the literature was used as a source of data during analysis.
In their paper on the use of grounded theory in management research, Fendt and
Sachs (2008) described this approach as a ‘complex and constant iterative interplay
… between data, memos, and the literature’ (p 448). This interplay is reflected in the
way the findings have been written up in the next four chapters, with references to
the literature used to define concepts, support the findings, elaborate on the
findings, provide possible explanations for inconsistencies in the findings or identify
instances where the findings are different to the results of other researchers. In this
way, comparisons with the literature can be used in grounded theory to tell ‘a
different, or more nuanced, story’ (Lempert 2007, p 254). According to Corbin and
Strauss, ‘bringing the literature into the writing not only demonstrates scholarship,
but also allows for extending, validating, and refining knowledge in the field’ (2008,
p 38).
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CHAPTER 6

ON COMMON GROUND

6.1 INTRODUCTION
This chapter focuses on the mechanism On Common Ground, which consists of five
main elements:


Conversing about practice



A common language



The framing of care



The framing of change



Homophily.

All these elements served to place, or not place, individuals On Common Ground.
Each element is detailed in separate sections in this chapter but there are close links
between the elements. For example, a common language facilitates conversing about
practice, which can help people make sense of proposed changes.
From the perspective of grounded theory, On Common Ground was the core
category, providing the greatest understanding of the data and linking all other
categories. The relationships between the core category and the other three
mechanisms, Reconciling Competing Priorities, Learning by Connecting and Exercising
Agency, are summarised in Section 10.2.
Participants spoke about the importance of being On Common Ground in various
ways – ‘being on the same page’, ‘being on board’, ‘being on side’, ‘talking the same
language’ – all implying being somewhere in company with others:
Getting people on board is always the first thing isn’t it? (16F)
I think the key, I keep going back to that, is the collaboration from staff, to get
staff on side … If you haven’t got the staff on side they’ll do it while you’re there.
As soon as you turn your back they’ll just go back to old habits. (18M)
It’s all the same thing, they're all on the same page, they're all doing the same
thing, talking the same language. (51L)
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One facility manager (48M) spoke extensively about the various aspects of being On
Common Ground (while not using that particular term herself) at many different
points in her interview. For example, she spoke about ‘starting from a baseline’ and
building knowledge and skills from there, ‘understanding that we are a team’ and
constantly referring to staff coming together in a situation of ‘no hierarchy’ to have
discussions and conversations about change which she believed to be ‘the most
important thing’.
Situations where common ground was not achieved arose where too much
responsibility was placed on one person to introduce a new practice, which was
then seen as their responsibility, rather than the shared responsibility of a group of
staff.
Implicit in the concept of On Common Ground is the involvement of at least two
people. It is a communal place, characterised by social interaction, as illustrated by
the following examples from the data:
Analysing why we’re doing it and communicating why we’re doing it makes people
more likely to continue to do something. Getting their feedback, giving them
ownership, empowering them to say ‘this is rubbish, why are we doing this’ or
‘hey, this is good, let’s keep going’. And that’s what we’ve done with the careplanning meeting. (1M)
I've experienced working with my whole team on one factor of care and having
discussions about that one factor has probably improved our relationships,
because there's something we have to talk about, that's about improvement. (3M)
I probably once upon a time would have just said, this is what you do. I now say to
my staff, okay, what's the problem? What do you think you should do? Let's
discuss it. (37F)
The concept of On Common Ground was not about equality of status within an
organisational hierarchy, but about equality of interaction. The development of a
sense of identity (Section 8.6) promoted greater equality of interaction. An
indication of what this means comes from a New Zealand study in which interns
were interviewed about their participation and learning in the clinical environment.
The authors used the term ‘on an equal footing’ to describe the informal occasions
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when interns were able to discuss the care of patients with senior doctors, for
example over a cup of coffee. The interns highly valued such occasions (Sheehan,
Wilkinson et al. 2005, pp 304-305). Although the context of the New Zealand study
is quite different to residential aged care, it does indicate the type of interaction that
is a feature of On Common Ground.
The concept of On Common Ground underpinned much of the learning that took
place and the process by which people sought to incorporate new practices into
facilities’ daily life. A good example of how the different elements of On Common
Ground can work together is demonstrated by this comment from a participant who
spent considerable periods of time working with facility staff:
By working and talking and communicating as a team, the team members seem to
see their roles more clearly and start to watch and learn from each other as well.
(34L)

6.2 CONVERSING ABOUT PRACTICE
Conversing about practice involved two or more people talking about some aspect of
practice. It provided a ‘common ground’ for interaction. Various descriptors were
used by participants to describe these interactions, including conversation,
discussion, talking and chatting. For the purposes of describing and analysing the
data, only the term ‘conversation’ is used.
Conversations could be quite informal and unplanned, but also occurred in more
formal, planned situations; for example, as part of the handover between shifts,
during small group education sessions or on-the-job learning. Participants
frequently recounted a conversation to illustrate a point they were making, and
overwhelmingly referred to conversation in a positive way. The focus of what they
said was on the role conversation played or should play in specific circumstances,
such as a doctor and pharmacist having a chat about the use of medications, a
conversation amongst a group of staff about the care of a particular resident.
Conversation has been defined as consisting of three concepts: collaboration,
meaning-making and improvisation (Jordan, Lanham et al. 2009). Elements of all
three were present when participants referred to conversations. Based on their
review of the literature for their study on promoting evidence-based practice
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through social interaction, McWilliam et al. concluded that ‘in general, the evidence
suggests the importance of regular, ongoing, facilitated face-to-face encounters
permitting questioning, clarification, and shared valuing of the knowledge’
(McWilliam, Kothari et al. 2008, p 61).
Ford (1999) takes the issue further by describing organisations as ‘networks of
conversations’, and stating that ‘conversations establish the context in which people
act and thereby set the stage for what will and will not be done’ (Ford 1999, p 485).
Based on what the participants said and the ubiquitous nature of the conversations
they described, the facilities do have the appearance of being ‘networks of
conversations’, with conversations providing opportunities for questioning and
clarification, as well as featuring in decisions about what would be done.
The importance of conversation in the day-to-day work of facilities is indicated by
research in one Australian facility, which found that nursing staff, personal carers
and recreation activity officers working on the day shift spent 40% of their time on
communication

activities,

compared

to

26%

for

direct-care

activities.

Communication primarily involved oral communication, including sharing
information about a resident, discussion with allied health staff and receiving or
making a phone call. When nursing staff performed more than one activity at the
same time this most frequently involved direct care and oral communication
(Munyisia, Yu et al. 2011). Based on a review of the literature and reflecting on the
results of their own extensive research program, Jordan et al. concluded that ‘if we
want to intervene in the way health care organizations do business, then we must
pay attention to the role of conversation in intervention outcomes’ (Jordan, Lanham
et al. 2009, p 11).
Jordan et al. refer to the differences between the informal conversation that occurs
as part of daily organisational life, planned communication that is part of an
intervention and the conversations that occur to maintain the functioning of an
organisation (Jordan, Lanham et al. 2009). On many occasions participants did not
make a clear distinction between these three types of communication. In part, this
reflected the often-unclear boundaries between what they were trying to implement
and everything else going on in their facilities at the same time, but also reflected
how participants responded to questions. For example, in answering a question
about how a particular change was implemented, participants might also talk in
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more general terms about the role of conversation in the operation of a facility.
However, what was clear was the importance of the spoken word, rather than the
written word, as a means of communication.
The conversations identified by participants as important did not involve the simple
transfer of information from one person to another. What distinguished conversing
about practice from other types of conversations were:


a focus on practice



the interactive nature of the conversations



a link with the concept of On Common Ground.

Conversations were linked to On Common Ground in two ways: as a means of
attaining a common ground or as the main form of communication between people
who were already on common ground:
[The facility manager] is just amazing, and she certainly tries when these type of
conversations come up about ‘oh we’ve got all these tasks to do’, she certainly
changes the focus of the conversation and makes it more about each individual
person. (13F)
You had to be really non-threatening and relaxed and laid back and just genuine
with them because if you were putting it on they'll see straight through it … When
you start talking about it in more conversational style you draw out that
information from them. (23L)
Participants referred to a wide variety of topics that conversing about practice might
focus on:


The care of a particular resident.



How to conduct a particular task.



What something means, such as the definition of a new term.



Some improvement that may have taken place.



Questions to clarify new information.



Discussion of ideas about what to do.



Questions about how something might work.



Experiences regarding a new practice.
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An important feature of conversing about practice was being ready to have
conversations at a time when people were ready to talk, which one participant
referred to as ‘opportunistic moments’, rather than necessarily when it was
convenient to talk:
I will talk them through strategies while they were doing and attending to their
care. (13F)
We don’t do enough formal conferencing, but I’m sort of finding the casual, not
the casual but the spontaneous ones, are sometimes better. (15M)
It’s having conversations with our staff about how they can approach things
differently … when we see things happening, really having that one-to-one
education with the staff person about what we could do differently. (28F)
They’ll come to me with those stories as well and we look briefly at their
experience with those residents and use the same principles supporting them.
(34L)
It has been argued that learning from experience ‘can be divided into two basic
questions: how does what is outside get in? and how does what is inside get out’
(Baker, Jensen et al. 2002, p 2). In many of the instances of conversing about practice
that participants mentioned there were elements of combining the two: adding the
knowledge, experience and opinions of others, including those from outside the
facilities, to the ‘inside’ practice-based knowledge, experience and opinions of
facility staff.
It was also apparent that much of the existing conversation about the care of
residents could be quite superficial, focusing on the tasks and routines that needed
to be followed on a particular day. Participants from lead organisations working
closely with facility staff emphasised the importance of providing opportunities to
talk about issues that were not normally talked about:
I very much believe, and this is from my own experience, that you need some sort
of forum to do the brainstorming and the working out what’s going on here, so we
gave them that forum … every single person works out some strategy but it’s
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never shared, it’s not talked about explicitly really, very rarely, so we gave them a
forum. (26L)
It also gives them the opportunity to actually do something that they’re not used
to doing ... They don’t get the opportunity to talk about this stuff. (29L)
In the latter quote the ‘stuff’ referred to is the psychosocial aspects of the care of
residents. The opportunity referred to in the quote is a short, small-group training
session.
Participants gave many examples of oral communication between two or more
people being an important avenue for learning, discussing how to integrate a new
practice into daily practice or interacting with residents and their families regarding
some aspect of what was being implemented. There was an emphasis on the creative
potential of conversation for learning and problem-solving:
We talk about it more; instead of going ‘oh they’ve had a fall’ we now try and sit
down and work out strategies on how we can stop them. (6F)
You’re telling them the fundamental outlines of what’s happening and what the
problem is, and they start asking the questions, so it goes in the direction you
want, they want, and you can add your bits and pieces, rather than them sort of
sitting here and being lectured at. (46F)
By using conversation in this way ‘people make sense of their collective
circumstances’ and create ‘the basis for action’ (Jordan, Lanham et al. 2009, p 7).
Wenger refers to this as ‘the collective construction of a local practice’ (1998, p 46).
Conversations with residents were an important indicator of the extent to which
attempts to implement person-centred care were successful:
A conversation in health and in aged care in particular in the past has been quite
incidental. You’d be tending to someone’s personal hygiene. But now the staff can
do that and say ‘you used to stay on a dairy farm and you used to do this.’ You
hear staff and the residents having these conversations all the time. (32M)
It is well recognised that communication with residents is inhibited by many factors,
including the hearing, vision and cognitive deficits of many residents, environmental
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noise and physical environments that foster privacy at the cost of increased resident
isolation (Hickson, Worrall et al. 2005). Communication with residents is not a focus
of On Common Ground, which is instead focused on staff interaction, but there are
likely to be subtle ways in which conversations between staff are influenced by
conversations between staff and residents. There is evidence that communication
between staff and residents is infrequent and of short duration, and tends to focus
on physical care rather than broader issues (Edwards, Gaskill et al. 2003). This focus
on physical care has been reported elsewhere (Parker 2011).
Although much attention is usually focused on the content of conversations (who
says what to whom and how), it is also important to make space for conversation –
physical space, time for conversation and ‘emotional space’ (Kolb, Baker et al. 2002).
Participants referred to the difficulty of making time for conversing about practice in
what was perceived to be a busy work schedule. According to those working closely
with staff from more than one facility, conversing in small groups facilitated the
creation of ‘emotional space’ in which staff could feel safe:
It was about the opportunity to be frank and open and not to have to be in fear
that, when I'm in a bigger group, what everyone else is thinking and they all know
it, why don't I? So they could be very open. (17L)
They’re encouraged in a very safe environment to speak up about what they know.
(34L)
This is consistent with the view that ‘conversational space where we feel safe,
trusted, respected, and able to make mistakes is one where we are more able to
connect and enter each other’s experiences’ (Wyss-Flamm 2002, p 151).

6.3 A COMMON LANGUAGE
The concept of a common language, as part of On Common Ground, consists not only
of the spoken and written word but what Wenger describes as a ‘shared repertoire’:
language, particular practices and the use of certain tools (Wenger 1998). The two
main issues that arose were whether there was a common language and how many
staff shared that language. Anyone who did not share the common language was less
able to participate with those who did.
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Schein refers to the need for a common language and common conceptual
categories, and then states ‘if members cannot communicate with and understand
each other, a group is impossible’ (Schein 2010, p 94). Thurlow and Mills propose
that organisational change is ‘a process which is enacted, maintained, constrained
and made sense of through language’ and that ‘language must be looked at not as a
tool to facilitate change, but the context in which change happens’ (Thurlow and
Mills 2009, p 476). It is interesting to note the findings of Kitson et al. (2010) when
they sought to identify a taxonomy for the fundamentals of care. As they describe it,
‘we immediately run up against a language problem’ (p 425) because of the diversity
of terms in current use (e.g. patient-centred care, essentials of care, basic nursing
care).

6.3.1 Language
Some participants raised concerns about the ability of facility staff to communicate
in spoken or written form, stressing the low level of education of some personal
carers and the high number of staff in some facilities for whom English was a second
language. This was largely an issue of geography, primarily occurring in city-based
facilities, and inhibited transmission of information, either during education or
communication within facilities. In some cases this could be rectified by paying
attention to the use of language or additional training, but in other cases the issue
was more fundamental:
Some of the carers just don’t understand things, and it’s all the time reminding,
reminding, reminding (21M) ... Sometimes it’s language barrier. It depends,
because we’ve got a mix of staff, but then we’ve got new PCAs that have come
onto the workforce and probably they haven’t had that education or hands-on
clinical placements. (22F)
Those involved in educating staff spoke about adapting their message to suit the
audience, including developing separate education packages for different levels of
staff. This was partly an issue of literacy, but was more to do with differing levels of
knowledge and differing work roles. In particular, registered nurses and personal
carers have quite different educational preparations for their roles and different
ways of expressing the same thing. It can be difficult for registered nurses to
communicate with general practitioners in one language, the language of medicine,
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and communicate with personal carers in less-technical language (Phillips, Davidson
et al. 2006).
Issues of language involved understanding not only the English language but also
the ‘language’ of practice, particularly in those facilities seeking to improve palliative
care or behaviour management. Palliative care incorporates terms such as advance
care planning, end-of-life care, palliative-care case conferences and even the term
palliative care itself. Residents can be categorised into different phases of palliative
care (stable, unstable, deteriorating and terminal). The language of behaviour
management includes terms such as person-centred care, personhood, needs-driven
behaviour, behaviours of concern and well-being. Some of these terms are quite
difficult to conceptualise, much less express in terms that can be readily understood
by a wide audience:
The language has been a big barrier probably, people not understanding what
you're talking about. (51L)
In behaviour management, language is not just a means of communication, it is
integral to the intervention itself, with changes in the use of language indicating
changes in how people think and behave:
I think the kinds of things that we’re seeing are about how the language is starting
to change; they’re starting to look at that hallway instead of corridors and instead
of behaviour management, they’re starting to talk about meeting needs. And they
probably seem quite mundane in the scientific context, but they’re actually very,
very important things because it suggests to me when I hear those sorts of things
and people are getting involved, how can we look at this from a different
perspective – it means that we’ve changed the way they do things. (29L)
One participant (33L) spoke about how starting to understand the particular
language of behaviour management (e.g. needs-driven behaviour), could change
how people thought about resident behaviour, and hence how they responded when
a resident exhibited different behaviour.
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It is difficult to be On Common Ground during a conversation if some of those
involved do not understand the language. The language of practice needs to be
incorporated into daily conversation:
If you use all kind of current practice kind of language and incorporate that, I think
that it all becomes meaningful and people start to use that language with a
certain amount of fluency, and they understand what it means … Language does
amazing things for people … I think it’s really critical. (46F)
Residential aged care has a language all its own, ranging from the specific (e.g. ACFI,
the funding tool for the industry, and the names of the assessments tools in common
use) to the general, with various terms used to describe a particular approach to
resident care: resident-centred care, person-centred care, a palliative approach,
holistic care. Different areas of practice each come with a certain vocabulary.
Altogether, the language can be confusing and contradictory. It has been suggested
that new language should not be introduced too quickly, allowing time for people to
assimilate it and learn to use it (Ford 1999).

6.3.2 A set of tools
Almost all of the projects included the implementation of tools for assessing the
needs of residents or planning their care. Examples included tools for assessing pain,
risk of falls, nutritional status, oral health and behaviour; as well as care-planning
tools for oral health and palliative care. Some of these tools were completely new;
others were refinements to pre-existing tools. Each added to the language of
resident care.
The best example of a tool that was introduced to facilitate a common language, and
hence being On Common Ground, was the end-of-life care pathway. The term
‘pathway’ is misleading. Unlike care pathways used in other areas of practice the
end-of-life care pathway does not map out a path that a resident might be expected
to follow. Rather, it serves as a checklist for what should be done when a resident
enters the last few days of their life, including a means of recording that what should
be done is, in fact, done. Once an end-of-life care pathway is commenced there is
considerable accountability built into the tool, particularly for personal carers. The
main issue that arose with use of the tool was the decision as to whether to use the
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pathway. Once that decision was made it appears to have been quite well accepted,
and facilitated communication between those involved in the care of residents:
I think the pathway was a much better way of doing it, because by the end when
someone is close to death, and everyone is on the same page, it makes it so much
easier to get the GPs on board. They trust in, you’ve got a framework, they know
what the framework is. (44F)
Another participant referred to how use of the pathway had reduced conflict
between the night staff and the day staff: historically there had been ‘differences
between those people, they alienate each other’, whereas with use of the pathway:
Everybody in the 24-hour period, there is a continuous flow of the same
management and everybody is attuned to it and when all of the relatives ask
different sorts of questions and things like that of anybody randomly, everybody’s
more or less saying the same sorts of things. (46F)
One of the behaviour management projects used concept mapping, which provides a
visual framework for problem-solving for residents with behavioural and
psychological symptoms of dementia (Aberdeen, Leggat et al. 2010).
Another example was as simple as having a brochure:
We had brochures that we developed like the tick sheets and things. We'd hand
them out and we'd have a quick chat about do you think this will work, what will
work for you, what won't, and mostly those kinds of things were taken up. (23L)
In another example, a facilitator found that use of a tool to audit the process being
implemented led to greater understanding:
The staff went through and started looking at each person’s file and following the
audit, and then writing down the outcome … The staff got a real good insight and
saw the whole project as it was … nobody really understood the whole project until
I did the audit tool. So it was like a light had gone on. (2F)
According to participants, existing systems for assessing residents and planning
care, which have the potential to provide much common ground for the care of
residents, were highly structured. Assessing residents appeared to be more of a task
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that had to be completed and a requirement of the funding model for residential
aged care, rather than an opportunity to reflect on residents’ needs:
We have a series of forms and charts that we do on each resident that was part of
RCS, and we keep those in folders, we keep ones that are important for resident
assessment to go with the funding or whatever. (6F)
Every three months I would put all the assessments out for the PCAs to do, and
then I would come back every week and I would look through them. I would enter
them into the care plan. (9F)
We’re using that to substantiate our pain assessment and management for the
ACFI. (12M)
Likewise, care planning did not appear to be continually responsive to the changing
needs of residents. Care plans were seen not just as a means of planning resident
care but also as a form of contract with residents’ families, setting out what care
should be delivered, and as a requirement for funding and accreditation:
As we continue to specialise and focus on all the different aspects of care, it
becomes just a bigger and bigger Ben Hur than the care plan, which shouldn't be a
library book [but] is, because everything has its full and broad assessment and
goals and interventions. (3M)
We assess, we assess and we assess. We write quite complex care plans but the
goals on them aren’t really driven from maybe the resident need. (48M)
The care plan – it’s well known in aged care, it’s a funding tool, regardless, it’s so
long, who reads it, twenty/thirty pages long, a PCA or anyone that’s doing an
agency shift is not going to read that. (50L)
The net effect of this situation was that assessment and care planning were
somewhat divorced from day-to-day practice. One participant described care
planning as being ‘at a different level’ (36L) to the daily care delivered primarily by
personal carers. Care plans were reviewed by registered nurses according to a set
schedule, with what appeared to be little input from personal carers. When
decisions were made about changes in resident care, the main form of
communication about those changes was verbal, from staff member to staff member,
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from shift to shift, rather than via changes to the care plans. The potential for the
assessment and care-planning tools to facilitate everyone being On Common Ground
was not fully realised.

6.4 THE FRAMING OF CARE
There are different ways of defining what is meant by ‘framing’, but the definition
used here ‘refers to how different people often have different ways of thinking about
a problem, and their various perspectives are enmeshed in the way they define,
present, and examine that problem’ (Rychetnik, Hawe et al. 2004, p 543). Different
disciplines can have different frames, which may be implicit rather than explicit
(Rychetnik, Hawe et al. 2004). How something is framed will influence what is seen
as important, influencing what is done and what is ignored (Schon 1992).
Framing is closely linked to language – how something is framed is reflected in the
language, and vice-versa:
When we have people asking questions about safety or something they’re like ‘oh
my God I don’t know the legislation’, but if you say to them, do they know what to
do in an emergency, they know what to do – they’re not sure of labels and titles
and detail concepts, but they do understand it. (28F)
You need to look at the situation, look at the problem, look at the issue and think
okay, what paradigm does this person work from, what language does this person
need? Come back to language again. You need to speak the language that people
understand. And a Div 1 nurse that does quality, understands accreditation. And
the personal carers understand people with dementia ... it’s tools. And it’s
language, it’s simple language. (33L)
This is why we changed our language with the project, this is why we have
changed the whole approach entirely to focusing on prevention because care
workers get prevention [but] they don't get assessment and management,
because prevention is not clinical. (23L)
Participants identified several areas of practice where the same issue was framed in
different ways. Behaviour management was framed as an issue of resident need and
as an issue of staff and resident safety. Involving residents in domestic activities
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within a facility could be framed as an infection control issue, in which case
residents should not be engaging in such activities, or as an issue of person-centred
care, in which case such activities should be encouraged. Mobilisation of residents
was framed as a risk-management issue (residents might fall) or as an issue of
promoting resident independence. Wound management was largely framed as an
issue of deciding which dressing to place on a particular wound, a relatively minor
part of wound management, rather than taking a holistic approach involving
consideration of factors such as adequate nutrition and hydration, and maintaining
skin integrity. It was evident from what participants said that framing influenced
how staff perceived a change in practice and what they were prepared to do.
Framing was particularly an issue with behaviour management, where changing the
way staff ‘frame’ the issue of behaviour management can have a flow-on effect to
their practice:
The main changes that are evident to me as a result of this project has just been
the manner and the interactions and the strategies that staff are using to manage
some of these behaviours of concern. Normally you’d be quick to talk to the
doctor, you’d be quick to look at medications and things like that. What you find
that staff do now is that there’s a huge focus on, well, this person’s behaviour.
Their presentation is like this because there is an unmet need there somewhere,
let’s try and identify what that unmet need is and we’ll eliminate all those areas
before we even consider getting the doctor in to have a look to see whether there
needs to be some sort of chemical intervention in the area. So that’s worked really
well. (32M)
The care of residents was often described in terms of some care being ‘clinical’ and
some care being ‘non-clinical’. Use of the term ‘clinical’ largely derives from the
biomedical model of care that has traditionally been part of residential aged care
(Haesler, Bauer et al. 2006). The clinical/non-clinical dichotomy was unhelpful,
primarily because of the unclear boundaries of what is meant by ‘clinical’. Providing
adequate nutrition, for example, can be driven by some very clinical reasons, but is
also simply part of providing a good service. The application of moisturiser after
showering residents, a key change in the wound management project, may be
important for maintaining skin integrity, but is not usually considered to be ‘clinical’.
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The main implication of the clinical/non-clinical dichotomy concerned the way
nursing staff and personal carers framed the work they do:
I think it’s the paradigm here and the culture of task-orientated, very heavily taskorientated, and to shift that paradigm over to person-centred, to what I would
probably need, not what they think I need, what exactly needs to be done. (39M)
Because it’s not clinical, it’s not important. Not all Div 1s, but they have been the
major blockers. (33L)
Personal carers were seen as providing non-clinical care, with clinical care the
preserve of nursing staff. In some circumstances, personal carers raised concerns if
they were being asked to do work that they considered to be outside their role and
responsibilities.
In some instances there was confusion between what was seen as clinical and what
was seen as person-centred care. One participant recounted how some registered
nurses saw person-centred care as ‘warm fuzzy stuff’ that was not part of their role.
Another participant thought that at least some registered nurses equated personcentred care with care that had a strong clinical focus, and because they believed
they were already providing good clinical care it was difficult to engage with them
about person-centred care. For example, the registered nurses did not see the need
to find out more about a resident’s background and lifestyle to inform the
development of appropriate behaviour-management strategies:
The Div 1s kind of look at a lot of this and say ‘well, that’s lifestyle – lifestyle
should be doing that sort of stuff. We don’t have time to develop relationships.
You strip somebody down and shower them, you shouldn’t have a relationship’. I
don’t think we’ve had that so much with the PCAs. (29L)
The framing of care also influenced priority-setting, with some aspects of care
considered essential, and some considered not so essential:
I think in a carer's world, busy world of needing to look after the hygiene of
people, things like continence, nutrition, wound care, mobility were all an
accepted priority. And mouth care could be skipped. So there were problems
because of that. (3M)
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It depends on what the topic is, to my way of thinking, how easy it is to initiative
change. (44F)
There were differing views on which aspects of care were considered to be of lesser
importance, and hence more difficult to change. If two people framed the care of
residents in different ways it influenced what they saw as important, and hence
their priorities in caring for residents. This was indicated in an Australian study by
Winbolt (2008) of nurses providing care to elderly people in a variety of settings,
including residential aged care: ‘the way in which participants define nursing care …
[forms] the basis on which participants organise and prioritise their work’ (p 298).
The study found that the main difference between what were termed the traditional
thinkers and the progressive thinkers was the way in which they perceived ‘good
nursing care and the role of the nurse’ (Winbolt 2008, p 229). For traditional
thinkers, providing ‘basic care’ and meeting the physical needs of the resident or
patient was of paramount importance. For progressive thinkers, care was framed in
terms of ‘connection, relationships, and being with the patient/resident whilst
applying clinical knowledge and expertise to assess and maintain the health status
of the patient/resident’ (Winbolt 2008, p 229). Consistent with the concept of On
Common Ground, Winbolt argued that:
reaching a common understanding that contemporary gerontic nursing is
more aligned to the views of progressive thinkers would narrow the chasm
between progressive thinkers and traditional thinkers and would be
congruent with the type of nursing practice now expected (Winbolt 2008, p
261).
Participants indicated that if care was framed in such a way that there appeared to
be a poor ‘fit’ between the new practice and how care was framed (for example, if
care was framed as ‘clinical’ and a new practice was seen as ‘non-clinical’), it was
very difficult to achieve implementation.

6.5 THE FRAMING OF CHANGE
Participants did not raise, unprompted, the influence of research-based evidence on
whether staff would change their practices. Change was not framed in terms of
implementing externally produced evidence derived from research. Facility staff
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mentioned particular evidence and sources of evidence they were familiar with, but
this was usually based on their personal interest in an area of practice rather than a
systematic approach to using evidence. For example, the facility-based person who
was most passionate about the importance of evidence had developed an interest in
the relevant clinical guidelines as a result of personal circumstances rather than
anything to do with work. When the opportunity to implement the evidence came
along, she was very enthusiastic because it built on her existing interest.
Participants expressed the view that more important than the evidence per se were
the answers to pragmatic questions such as ‘Does the change make sense?’ and ‘Will
the change work?’:
I think you really have to see, you have to know what the reasoning is behind the
change and if that matches what you think makes sense to good care and help,
that will make a difference. (3M)
If it doesn’t make sense to the people that have to deliver it, even if it is evidencebased and they don’t understand it, it makes a difference or produces an outcome
for the residents. (48M)
Evidence, irrespective of what type, has a role to play in answering the ‘will it work’
question; however, when the term ‘evidence’ was used by facility staff it was more
likely to be framed in terms of locally generated evidence or evidence that could be
linked in some way to the needs of residents, rather than evidence from research:
All they can see is how it’s going to work for them in a practical sense, not the
philosophical stuff. (31F)
If we look at the evidence and look at the outcome that we've got for this resident,
let's see if it'll work on this resident. And I think that's the way you've got to go.
(37F)
One person referred to this as the ‘evidence you want to see’ (28F); another spoke
of:
that real-life evidence that convinced people that these new suggestions were
really important, really relevant. (3M)
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Being able to ‘see’ the benefits of change was an important form of learning (Section
8.4), encouraging and prompting people to act (Section 9.3.1). Seeing the benefits of
change and understanding how actions can have certain consequences influenced
understanding of whether a change ‘made sense’ and ‘would work’.
Participants from lead organisations expressed the view that in their experience
some of the more senior people within facilities (managers and some registered
nurses) were receptive to the idea of research-based evidence. They also supported
the views of facility-based staff about the importance of local evidence, and that
changes should ‘make sense’:
I think the staff on the ground, the evidence for them is what they see in front of
them ... the evidence for them is that hands-on, ‘let me show you how this works’
… I don’t think in everyday work routine in aged care, evidence really means much
of anything to those who are actually doing the hands-on stuff. (29L)
For the enrolled nurses and the personal carers … I think what makes a difference
for them about what it is they’re going to do in their clinical practice is if it makes
sense and if it works, and it doesn’t matter what the evidence says. (41L)
Nobody said that research evidence was not important; it simply did not feature
strongly in what the participants had to say about their experience of the change
process.
Other issues raised about evidence were consistent with what can be found in the
literature; for example, regarding the applicability of some of the evidence to the
context of residential aged care and the limitations of evidence in an environment
that is ‘not prescriptive’:
I really wonder about some of the studies that they quote … I’m just not sure that
the studies have been done with the usual nursing home resident right now. The
studies, I’m not sure, were done with a different age group and a different
situation. (15M)
Palliative is not prescriptive. It’s about educating nurses that there’s not ‘this will
happen, this will happen, this will happen and the patient will die.’ It can totally
change in one day, and it can go from shift to shift. (47L)
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Participants themselves used the term ‘making sense’, but also used other terms
such as ‘working things out’, ‘putting the pieces together’ or ‘making the
connections’. The nearest equivalent in the literature to the importance of changes
‘making sense’ is the research on sensemaking. The concept of sensemaking has
been widely studied in business organisations, with Karl Weicke (1995) being the
researcher most closely associated with it. However, the most distinguishing feature
of sensemaking, as defined by Weicke, is that it is retrospective: people make sense
of events retrospectively, which is quite different to what the participants described,
where ‘making sense’ was often a precursor to action. Some studies in health care
have been reported, with Gabbay and May arguing, based on their research in
primary care, that:
Successful implementation of research evidence will require a deeper
understanding of the processes of collective “sense making” by which
knowledge, both explicit and tacit and from whatever sources, is negotiated,
constructed, and internalised in routine practice (Gabbay and le May 2004, p
1).
One definition of how people ‘make sense’ is that ‘they act as if something is the case
and then test their hunch to discover whether they are right’ (Blatt, Christianson et
al. 2006, p 898). Interaction of one form or another is considered integral to ‘making
sense’ of information, with conversation typically given an important role (Weick,
Sutcliffe et al. 2005; McFarlane 2006; Jordan, Lanham et al. 2009).
There has been little research into sensemaking in residential aged care. One study
in the USA researched the mental models that certified nurse assistants (the USA
equivalent of personal carers) used to frame their approach to care. The researchers
found that the actions of the certified nurse assistants were influenced more by their
mental models of how care should be provided than by the health professionals they
were working with, in part because of limited interaction with those health
professionals (Anderson, Ammarell et al. 2005).
Research in Canada into the use of knowledge about dementia-care practices by
unregulated personal support workers developed a middle-range theory called
Figuring it Out in the Moment; in this theory, use of knowledge involved four phases
of decision-making and action: melding, contextualising, trialling and appraising
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(Janes, Sidani et al. 2008). The contextualising phase is characterised by three
questions: what is best for me, what is best for my resident and what is possible?
Figuring it Out in the Moment thus appears to have some similarities with the way
participants described the framing of change by facility staff. The authors of the
study noted that personal support workers had a ‘heavy reliance on their personal
way of knowing to supplement and make sense of knowledge about person-centered
care’ (Janes, Sidani et al. 2008, p 20).
A study in a UK facility of the staff response to an innovation found that staff
evaluated the ‘pros and cons’ of the innovation based on two concepts: perceptions
of the change in relation to personal values and perceptions of the process of
implementation (Meston and King 1996). The ‘pros and cons’ were framed in terms
of ‘how they saw their own work and the home generally changing as a result of it’
(Meston and King 1996, p 99).
It should be noted that the current study did not entail research into sensemaking,
and it is not possible within the context of the study to say where participants’
references to the importance of ‘making sense’ fit within the broader literature on
sensemaking. That would require further research eliciting the opinions and
experiences of facility staff more generally. Participants were largely reporting on
their experiences working with those implementing change, rather than their
personal experience of how they ‘made sense’ of change themselves. However, the
data does demonstrate that the way change is framed is an important component of
On Common Ground.

6.6 HOMOPHILY
Homophily is the tendency of individuals to associate and form links with similar
people; or, in more colloquial terms, ‘birds of a feather flock together’ (Lazarsfeld
and Merton 1954). Within organisations, employees are likely to have links to other
people in a similar job to their own. Innovations are more likely to be adopted by
individuals if they are homophilous with those currently using the innovation
(Greenhalgh, Robert et al. 2004). Homophily is present to a strong degree amongst
those working is health settings (Braithwaite 2010).
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Lazarsfeld and Merton developed definitions of homophily and heterophily, based
on their study of friendships in two housing communities:


Homophily – a tendency for friendships to form between those who are alike
in some designated respect.



Heterophily – a tendency for friendships to form between those who differ in
some designated respect (Lazarsfeld and Merton 1954, p 23)

They also distinguished between status homophily (the tendency of people of the
same status to form friendships) and value homophily (the tendency of people with
the same values, attitudes and beliefs to form friendships). Status homophily
includes the various factors that stratify society, including some that are innate
(race, ethnicity, gender, age) and some that are acquired (religion, education,
occupation) (McPherson, Smith-Lovin et al. 2001). The research evidence suggests
that:
People who are more structurally similar to one another are more likely to
have issue-related interpersonal communication and to attend to each other’s
issue positions, which, in turn, leads them to have more influence over one
another (McPherson, Smith-Lovin et al. 2001, p 428).
Rogers makes a point that indicates the interconnected nature of the various
elements of On Common Ground:
Homophily and effective communication breed each other. The more
communication there is between individuals in a dyad, the more likely they
are to become homophilous. The more homophilous that two individuals are,
the more likely that their communication will be effective (Rogers 2003, p
306).
Examples of lack of homophily identified by participants primarily involved status
homophily, usually due to the inability of staff to engage with those who were
different to them in some way. There were some examples involving cultural and/or
linguistic background and age:
There’s pockets of newer staff who come on board and who are really receptive,
but you get older people who are set in their ways. They are the ones who helped
to undermine those changes. (24M)
On Common Ground

130

There are personal care workers who find the whole idea of being in a group,
teamwork, with language or cultural differences, too difficult to cope with. (34L)
The main issue concerning homophily concerned occupational group, with staff
valuing input from someone they saw as their peer or ‘one of their own’:
The staff took it on board and embraced it. It was coming from me and I was one
of them. (14F)
If you have a Div 1 who is a manager, that’s good, but it’s like you are
disseminating information from up there. It sounds better from your colleague or
your peer, at the same level. (19M)
We actually had an RN on the group, a very vocal RN and a very passionate RN, so
she was able to work with her colleagues or talk to her colleagues or peers. (26L)
Homophily due to occupational group was usually conflated with hierarchy, with the
most frequently mentioned issue being the relationship between nurses, particularly
registered nurses, and personal carers. The former undertake a formal education
program leading to registration and entry into a profession. The latter often do not
undertake any formal education after leaving school, and when they do it is limited
to a TAFE certificate. There is no registration and hence no accountability to a
registration authority. Registered nurses are seen as doing nursing work, whereas
personal carers are seen as doing work that is not nursing work, even though what
they do for much of the time falls within the boundaries of what would generally be
accepted as nursing.
Because of what was perceived to be the constraints on the available time of
registered nurses, there were many instances where personal carers received some
training to undertake a facilitator role, which typically involved advocating for
change in a particular area of practice. This set up situations where personal carers
found themselves having to advocate for change with a registered nurse, which
caused some problems:
It's probably been a little bit of an uphill battle with the registered nurses. (37F)
The similarities between staff in terms of factors such as gender (predominantly
female) and background (from the local community) assisted the attainment of
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common ground. Likewise, when staff were different in some way, such as by age or
by occupation, it could be more difficult to be On Common Ground.

6.7 SUMMARY
The concept of On Common Ground included several elements, each of which
provided a means by which staff shared common ground. Language underpinned
much of the common ground, particularly the language used when conversing about
practice. The way that care and changes to care were framed influenced the extent
to which people were On Common Ground, especially with regard to their
perspective on what was important and what was not important. Tools were used to
facilitate being On Common Ground, but could also have the opposite effect, as seems
to be the case with some of the tools currently used in residential aged care. People
who considered they were alike in some way were more likely to share a common
ground than those who were not.
There are some examples in the literature where researchers have also arrived at a
conceptualisation of common ground, and identified its importance, in settings other
than residential aged care. For example, a recent study of how people in primary
health care tried to establish conditions for organisational learning referred to
common ground in a similar way to the findings of this study:
Many interviewees spoke about the importance of finding common ground.
Although they described this in various ways, including, “having a shared
vision”, “unity of direction”, “shared goals”, “being on the same page” – all
were consistent in noting that being on common ground, although requiring
some compromise, was fundamental to working and moving forward together
(Reay, GermAnn et al. 2008, p 7).
Reay et al. also identified the role of conversation in contributing to mutual
understanding, learning from each other, supporting each other and ‘discovering
common ground’: ‘a central thread running through all of the sub-processes is
conversation – people relating and conversing with one another’ (Reay, GermAnn et
al. 2008, p 11).
Bechky, in her study of knowledge-sharing between engineers, technicians and
assemblers in a manufacturing company, found that people sought to overcome
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misunderstandings between the different groups by ‘cocreating common ground
that transforms their understanding of the product and the production process’
(Bechky 2003, p 312). She also found that difficulties sharing knowledge were
‘rooted in differences in their language, the locus of their practice, and their
conceptualization of the product’ (Bechky 2003, p 312).
Mengis et al. (2008) identified the importance of developing a ‘shared vocabulary’ to
build common ground. They suggested that ‘the need to learn how to ask questions;
and the need to be able to identify dependencies and interactions’ characterise the
building of what they call ‘interactional common ground’ (2008, p 10). They also
made the point that, to some extent, the process of building common ground is
similar to the situated learning described by Lave and Wenger (1991). They argued
that there is not always a direct relationship between the ‘strength’ of a common
ground and the benefits that accrue from its existence; in other words, a stronger
common ground is not necessarily better.
It is important to note that the work of Bechky and Mengis et al. refer to developing
common ground across disciplines. Within residential aged care the main groups to
which this concept is applicable are nursing staff on the one hand and personal
carers on the other, although other groups are involved as well, primarily allied
health and general practitioners.
Kuziemsky and Varpio (2010), from an informatics perspective, developed a model
of common ground that incorporated four concepts: moments of common ground,
barriers to common ground, fabric of common ground, and consequences of weak
common ground. They found that ‘there are moments during care delivery where it
is essential that common ground be established’ (p 408). The main barrier to
preventing the formation of common ground was differences in professional
socialisation. They referred to the fabric of common ground as ‘the interconnected
aspects that form common ground’ (p 409), with the most important factor in the
fabric of common ground being trust. There is little mention of conversation in their
paper, although they do express the view that ‘forming common ground for complex
team activities is different from forming common ground for conversation’ (p 407).
Clark has undertaken research that refers to the concept of common ground from a
linguistics perspective, initially equating common ground with ‘shared’ or ‘mutual’
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knowledge (Clark and Marshall 1981). Drawing on Clark’s work, others have
identified common ground as a ‘shared communicative environment’ in which ‘talk
will be comprehensible’ (Krauss and Fussell 1991, p 172). More recently, Clark has
taken a more expansive view, defining the common ground between two people as
‘the sum of their mutual, common, or joint knowledge, beliefs, and suppositions’
(Clark 1996, p 93). Clark considers language to be fundamental to action, referring
to language use as ‘a form of joint action’ (Clark 1996, p 3), and has studied the way
people use language to ‘ground’ what they do together, thereby establishing
common ground.
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CHAPTER 7

RECONCILING COMPETING PRIORITIES

7.1 INTRODUCTION
The process of integrating the (new) evidence-based changes with existing practices
took place in facilities that were highly structured in terms of routines, technologies,
documentation systems, accreditation, funding and staffing. Relatively simple
changes took place within complex structures, providing care to residents with
complex needs.
Participants described a situation where anything new, whether evidence-based or
not, had to compete with an existing set of constantly shifting priorities. The
mechanism by which this took place is conceptualised as Reconciling Competing
Priorities. Participants most frequently used the terms ‘tension’, ‘conflict’ and
‘competing’ to describe any sense of competition between alternative priorities.
Reconciling Competing Priorities was an ongoing mechanism whereby new practices
either became part of routine care or did not. Even becoming part of routine care
was no guarantee that a new practice would take place all the time – it still had to
compete with other priorities:
It’s only a job in progress, and I think we realise that … there’s always going to be
new staff, giving the concepts of person-centred care, there’s always going to be
modifications that you do for the group of residents that you have living with you,
it’s always going to be work in progress. (30M)
The common currency for reconciling many of the competing priorities was time –
considered to be a precious commodity in short supply:
I don’t have enough time. I bet everybody has said that to you. We don’t have
enough time. (15M)
If you can save time people will be a lot more keen and eager to put it in place.
(45F)
An important element in considering new practices was the time it took to complete
the new practice compared to the time available or the time to undertake an existing
or alternate practice.
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7.2 CHANGES IN THE CARE RECEIVED BY RESIDENTS
When it came to making changes to the care residents received, the general picture
was one of many small changes, rather than a few major changes:
A lot of it is very subtle, subtle changes ... there were lots of little things, I know I
keep saying that … it’s sort of those little things that can make a difference. (36L)
In many cases the changes were refinements to or reinforcements of existing
practices, rather than the introduction of something completely new. Greenhalgh et
al. (2004) refer to the ‘fuzzy boundaries’ of innovations; this was reflected in the
interventions that took place. Many of the changes required uptake by many staff,
across all shifts. Examples of such changes included:


Non-pharmacological interventions for pain management, such as heat packs
and passive or active exercises.



Where suitable, administration of paracetamol on a regular basis rather than
only when residents requested it.



Purchase of better-fitting footwear for residents, to reduce risk of falls.



Use of pressure-relieving mattresses.



Application of skin moisturiser after showering residents.



Use of high-fluoride toothpaste for brushing teeth and improved cleaning of
dentures.



Use of food supplements for residents considered to be malnourished.

In addition, changes were made to the structure of care, including new tools for
assessing residents (e.g. pain, oral-health status and risk of falls); use of behaviour
charts, resident life histories and well-being checklists as part of improving
behaviour management; and use of end-of-life care pathways and palliative-care
case conferencing. Each of these structural changes had the potential to alter the
quality of care experienced by residents, although it was difficult to identify what
the changes were. None of the changes to resident care, either direct changes or
those resulting from structural changes, were conducive to measurement; hence
participants could not quantify the extent to which changes had been implemented.
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7.3 SIMPLICITY AND COMPLEXITY OF CHANGE
The changes in resident care appear simple and this was confirmed by participants
who did not raise concerns about the changes to resident care being too difficult to
implement:
I think if their attention weren’t divided on 50,000 different things I think yes it's
extremely achievable; and I think if you had the time. I think you've got the
motivation honestly I think now we've got motivation I think yes it's something
that could be done. (23L)
Instead, the issues of concern regarding implementation were primarily:


How the change compared with competing priorities.



The difficulty of making a decision about when to use a new practice.



Selecting from a range of options, some of which were additional to what
were available before.



Putting together an appropriate mix of interventions.



How to ‘fit’ a new practice into existing routines, with the primary concern
being lack of time.

Considered in isolation, some new practices did not appear particularly timeconsuming (e.g. use of high-fluoride toothpaste for brushing teeth) but the ‘fitting in’
to existing routines could be time-consuming. For example, high-fluoride toothpaste
could be difficult to obtain from suppliers and its use required monitoring because
of the high cost of the toothpaste.
Another example of this was the various options that can be employed to assist a
resident to sleep well at night without the use of medication:
Instead of probably insisting that bed time is what they (the residents) need, they
would make a Milo, make some oatmeal, let them sit and relax for a minute,
spend a bit of time with quiet talk and sending them to bed that way rather than
say helping them to the toilet and then just putting them back to bed, but taking
time. And maybe not asking the RN to give them some sedation but giving them
these other options and settling as well. That may seem minor but it’s significant.
(15M)
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Use of these options changed the routine of medication administration and the
additional staff time to make a cup of Milo or spend time talking to a resident had
the potential to impact on other routines, an illustration of Reconciling Competing
Priorities. Promoting sleep was also facilitated by an additional routine - collecting
data on the amount of time residents spend sleeping, including during the daytime.
The process of arriving at a point where changes were made could be quite complex
or time consuming, as indicated in this comment by someone working in the role of
an external facilitator:
When I hear about a resident, when I hear about what staff are doing, it’s very
quick and easy for me to identify what the problem is but I can’t just do that. I’ve
actually got to make the staff come to that place by themselves so that they own
the problem and the solution. It’s been quite frustrating for me because it seems
so simple. If you just do this and this but it’s taken the staff four months to get to
that point. It’s been a salutatory exercise. (34L)
Participants described an interesting mix of simplicity and complexity, with several
sources of complexity:


The complexity of the care that residents require, primarily because of the
multiple disease processes, functional limitations and cognitive losses
typically found amongst residents.



The complexity of the structures within which people work, particularly the
system of accreditation and funding.



The complexity of the new knowledge.



The complexity of links between cause and effect e.g. between resident
needs and behaviour that may be due to those needs.

Pain management, wound management, behaviour management and palliative care
were described as particularly complex by participants with expertise in each field.
Reconciling simplicity and complexity requires staff with the skills to do it and the
time to do it:
Care is becoming too complex now ... So the complexity of different strategies and
interventions for these people in an environment where there is limited
professional staff or qualified trained staff ... becomes difficult because we are not
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stopping to do that discussion and then we have to have the trained staff to be
able to support the decision making ... When you just think there couldn’t be
something more complex or diverse, along it comes. (48M)
It has been argued that innovation is a complex issue rather than a complicated
issue (Plsek 2003). Table 7-1 illustrates the difference.
Table 7-1

Innovation as a complicated versus complex problem

Approach the

Complicated

Complex

innovation issue
as:
Underlying

Organisation as a machine; Plan

Organisation as a complex

metaphor

and control.

adaptive system; Learn and adapt
as you go.

Generation of

To be done by creative specialists

Ideas can emerge from anyone, in

ideas

and experts.

any part of the system, at any
time; Generative relationships aid
this process.

Implementation

Should be thoroughly planned out

Can be informed by what has

of ideas within an

and be primarily a replication of

worked elsewhere, but needs to

organisation

structures and processes that have

take into account local structures,

worked elsewhere.

processes, and patterns
(relationships, mental models,
attractors, etc.).

Widespread

Primarily an issue of evidence

Primarily an issue of sharing

adoption across

dissemination and motivation.

knowledge through social

organisations

relationships and adapting ideas
to fit local conditions and attractor
patterns.

Receptive context

Health care organisations are

Health care organisations are

for change

largely similar and there are a

similar in some ways, but also

small number of key issues that

have important unique

we must address to assure

characteristics that must be taken

success.

into account at times of change.

Note: The table is taken from Plsek (2003) [with original emphasis].
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Plesk draws the distinction between a complicated problem, which can be broken
down into its constituent parts and assigned to experts to solve, and a complex
problem, which cannot necessarily be solved simply by applying something that has
worked elsewhere. He points out that the provision of health care is complex, rather
than complicated,
Participants identified elements in the ‘complex’ column far more than the
‘complicated’ column, noting particularly that each facility had features that were
unique to it, social relationships were crucial, the evidence had to fit local conditions
and implementation was very much a case of ‘learn and adapt as you go’. The
experience in each facility was different:
I haven’t rolled out the project the same as anyone else has. (1M)
We are different to anywhere else. (6F)
Every site was slightly different, even though we were under the same umbrella.
(44F)
Some facilities it worked really well and others it didn’t work. (50L)
Change was typically characterised as incremental in nature, with a need for ‘small
changes over a period of time’, making changes ‘in step-wise progression’, ‘change
by stealth’, breaking changes down into ‘bite-size chunks’, bringing about change ‘in
stages’, with a need to ‘chip, chip away slowly’. These comments imply a limited
capacity to change, but at the same time participants talked about an environment
that was in a constant state of change. One facility manager referred to the ‘subtlety
of the change’ (18M).
In addition to the changes being implemented, participants described a variety of
other changes occurring at the same time, some on a relatively frequent basis, others
less frequently. For example, participants described how change could result from
the arrival of a new resident, member of staff, manager or owner. In one facility the
manager casually mentioned that they had introduced a new electronic medical
record system a few months previously that required all staff to learn how to enter
information into the system, including many with no pre-existing computer skills.
Attempts to introduce new practices or new structures had to compete for attention
with all these other changes, with each change influencing the ability to reconcile
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competing priorities. Two comments by participants illustrate the nature of change
within facilities, much of it beyond the control of those providing direct care to
residents:
It is hard to keep things going, other things happen. Life gets busy. We went to
electronic nursing care plans and progress notes and that took a lot of our time.
Things keep happening all the time so you can’t spread everywhere. (6F)
Change comes from two sources. One is the residents themselves because every
time a new resident comes in the routine has to be changed … there’s also the
changes brought by new members into the work team so there’s that group
dynamics, the testing of the group that’s going on out there until that member’s
accepted so those changes are out there for them all the time. Then there’s the
changes enforced on us from above. (42M)
These changes provided much of the context for change, and are consistent with the
view that context is not simply a backdrop to practitioners and what they do, but
interacts with individuals and the systems in which they work (Fitzgerald, Ferlie et
al. 2007).

7.4 DAILY WORK – ROUTINES AND COMPETING PRIORITIES
Participants described facilities as busy places, with not enough time to do what
needed to be done and little capacity to introduce anything considered to be
additional. The descriptions were similar to what Allen, in her review of field and
ethnographic studies that observed nurses’ activities, identified as ‘managing
multiple agendas’ (Allen 2004; Allen 2007).19

19

Allen identified eight ‘interrelated bundles of activity’ in the work that nurses do.

Managing multiple agendas arose from the position of nurses ‘at the intersection of multiple
requirements’. Allen’s review included studies in hospital, community and nursing home
settings. Of the 54 publications, 35 were from the UK, with only four from Australia. The five
studies undertaken in nursing homes were from the USA. Despite what may be perceived as
a lack of applicability to Australian facilities, the findings of the review accord with what
participants in the current study had to say.
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In a grounded theory study of problem-solving and decision-making in Western
Australian nursing homes, Scott (2003) identified a core category of ‘getting things
right’, defined by four properties: knowing, planning, task completion and time
management. When the registered nurses found themselves in a position of ‘being
unable to get things right’, they proceeded to find ways to ‘try to get things right’.
‘Being unable to get things right’ was characterised by two properties: ‘getting
behind or running late’ and ‘not doing things properly’. The dominant focus on task
completion – that some tasks ‘must be done’ – and the close association with time, or
the lack thereof, in Scott’s findings closely parallel what participants in the current
study had to say. Scott’s study is also interesting in how it identifies the role that
interruptions play in daily work. The registered nurses described many
interruptions (e.g. residents’ unexpected care needs, interruptions by fellow staff
and families, phone calls and administrative tasks) such that even what appears to
be routine does in fact vary considerably from day to day. The sometimes difficult
and complex environment within which residents were cared for is well-illustrated
by the following comment by a manager who had recently worked a night shift
where she was the only registered nurse on duty caring for a large number of
residents:
On that particular night I called on many of my clinical skills, judgement,
assessment, the feel, the touch, the observation and obviously understanding
what their palliative needs were or their advance care directives ... I definitely was
making high-level clinical decisions (48M)

7.4.1 Competing priorities
In the literature there is recognition of the importance of ‘competing priorities’,
generally framed as part of the context within which changes take place rather than
a concept such as Reconciling Competing Priorities playing a central role in the
change process. The competing demands that arise when facilities simultaneously
provide health care, function as businesses and serve as the residents’ home can be
very challenging (Jones, Cheek et al. 2002). There are references to juggling
competing priorities (Bellman, Webster et al. 2011), selecting amongst competing
priorities (Newman, Papadopoulos et al. 2000), the difficulties that competing
priorities present (Tolson, McAloon et al. 2005) and the need to recognise a ‘real
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world’ of competing priorities (Winbolt, Nay et al. 2009). In a New Zealand study
that examined how registered nurses working in residential aged care organise their
work the researcher described how nurses were ‘pulled between priorities’ when
time was short (McKenzie-Green 2003).
Despite the importance of priority-setting to clinical nursing practice, it is an area
that has not been studied empirically (Hendry and Walker 2004). Factors that
influence priority-setting in health care include the availability of resources, the
philosophy of care, the organisation of care, patient acuity and the experience and
expertise of nurses (Hendry and Walker 2004), all of which were referred to by
participants.
Participants spoke about priorities based on rank (some things should be done
first), importance (some things were more important) and time (some things were
too time-consuming), consistent with a review of the literature on priority-setting in
clinical nursing practice (Hendry and Walker 2004). Competing priorities were
described in many different ways:


Different priorities between what was seen as clinical care and what was
seen as non-clinical care.



The tension between providing good clinical care and a home-like
environment.



The additional cost of implementing a new practice versus the potential
benefit of the new practice.



Allocating time for education versus time for residents’ care.



The need to follow a routine while at the same time being flexible in
responding to resident needs.



The priority assigned to ‘doing’ versus the priority assigned to thinking and
reflecting. As one participant put it, ‘nurses will always go for a task, a
solution, a plan’ (33L).



The priority assigned to meeting the requirements for accreditation and
funding, versus the priority assigned to anything else. As one participant
described it, ‘everything has to be spec for accreditation’ (29L).



Some aspects of care considered more important than others – some work
must be done.
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Priority for prevention versus priority for management (for example, of
wounds, falls).



Differences in priority assigned to what is said (e.g. by a trusted peer) rather
than what is written (e.g. in a care plan).



Different priorities resulting from the roles and responsibilities of staff (for
example, registered nurses or personal carers assigning lesser priority to
something they do not consider to be part of their role).



A change considered to be a priority at a local facility level but not at a
corporate level. This was a particular issue with regard to documentation,
where the emphasis was on standardisation across facilities owned by the
one organisation, rather than adaptation to local priorities.

An indication of the range and scope of these priorities is illustrated by the following
comments from facility-based participants, in which some aspects of care are
identified as of higher priority than others, while also referring to the potential
contradictions between tasks and person-centred care and the difficulty of being
both structured and flexible at the same time:
Maybe that’s the thing, that maybe they don’t see the nutrition as enough
importance. They would definitely take them to toilet them and everything else
which is obvious as, but maybe the nutrition, you know like I’ve said to them, they
don’t need to add this thing, this can miss out. (11F)
I can see both, I can see the person-centeredness and talking about the person
being the centre of it and then other times I see that it’s much more the task that
they’ve got to accomplish for the day. (13F)
The reality of, say, an afternoon shift is, there’s 20 residents this end and 20
residents that end that need to be – we need to make sure they’re fed, we need to
make sure they’ve been toileted, that they’ve had a bit of a wash, they’ve got their
nightgowns on, they’re comfortable. You still have to actually do that work. It still
has to be done. (21M)
We do have lists, we have shower lists … You’ve got to have a little bit of structure
and then we’re telling them to be flexible ... I think that creates a lot of conflict
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about its [being] hard to be maintaining the routines and following a bit of a
system and structure and then being flexible. (28F)
Anything new had to compete for attention within this complex web of existing, and
constantly shifting, priorities:
It's that plethora of spectrum of healthcare, there's only so many things you can
really focus on. The more you look into anything, the more you see that you should
be doing. You have to do the priorities, I guess, the stuff that affects the majority.
(3M)
I know with some of the facilities that some units within the facility will continue to
do it and some units won’t … It’s not because it doesn’t work, it’s just, maybe it’s
just not a priority for them. Residential care is complex, maybe they’re more
interested in wounds. (41L)
Participants described the events that occurred and their experiences of the events,
and voiced their opinions based on these events and experiences. They did not
always use the term ‘priorities’ or refer to the idea of ‘competition’, but there was
great consistency in the way they referred to an environment with not enough
resources to do what, in their view, needed to be done. The exceptions involved two
facilities described as ‘extremely well-resourced’ and one facility manager who said
that ‘we never have to beg for anything and we never want for anything’ (12M).

7.4.2 Routines
When participants mentioned routines and tasks, it was almost always negatively,
similar to the way in which Hill (2004) refers to the ‘dead weight’ of routine in her
ethnographic study in an Australian facility. Routines were referred to as something
that staff ‘go back to’, and were considered hard to change; tasks were seen as being
‘paramount’, to the detriment of other things such as person-centred care:
They’re so used to just being so task-focused and going back to what their routine
is and they have such a routine. (13F)
In aged care in particular, in nursing in particular, we’re task-orientated. Seven
o’clock handover, go and do a couple of showers, 8 o’clock is breakfast, assist with
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breakfast, back doing showers, 10 o’clock is morning tea, finish off the showers, so
on and so on ... people become set in their routine. (18M)
[Tasks are] absolutely paramount. You can be beautifully pristine clean and
absolutely bored shitless for the next 23 hours, but you’re clean, your bowel
chart’s done. (33L)
In particular, participants referred to how staff revert to routines to cope with stress
and high workloads:
The issue I have is in a busy time or a crisis or when things get out of control, they
revert very quickly to task … [when] things start to unravel for them and they start
to feel they’ve lost a bit of control, that’s when they seem to slip out of personcentred focus, get them up, do this, do that, get them out – you can just hear them
talking, you can see them rushing and I think that’s where it falls apart. (28F)
I think they’re very adaptable to change. However they are also very task-driven in
regard to the fact that that’s how they cope with their stress, they have high
workloads. They tend to, their method of dealing with that work stress is routine.
(42M)
Reverting to routine in times of stress and high workload is consistent with the
evidence from the literature on routines, which also identifies that when ‘reversion
to routine’ occurs it is the routines which have been rehearsed most often that will
be preferred (Becker 2004). In general, participants described change as occurring
despite routines, rather than because of routines. The one way in which routines
were considered positively was that residents could benefit from staff adhering to
particular routines and rituals that residents were familiar with.
Just because staff were task-orientated and focused on routines did not mean that
every day was the same:
There is no typical day. It’s really busy, it is really busy. You’ll have really good days
and you’ll have really bad days. (45F)
It did not take much to turn a ‘good day’ into a ‘bad day,’ and, as one participant
noted,
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When things start going wrong, there doesn’t seem to be enough staff. (6F)
Many years ago Kitson referred to how nurses turn simple self-care tasks into
routines with elaborate rituals that ‘distance the nurse from the emotional life of the
patient’ (Kitson 1987, p 323). An alternate view is that rituals, and the routines often
associated with rituals, should be viewed in a more positive way (Catanzaro 2002).
One notable finding from Allen’s study of what nurses do was that ‘both direct
clinical care and unmediated emotionally intimate relationships are largely absent
from the studies considered’ (Allen 2007, p 45), a finding which may be due in part
to the nature of the research undertaken. This results in a tension between what
nurses actually do and what many nurses argue they should do, described by Allen
as ‘the strain between the ideals of individualised care and the inevitable
routinisation and standardisation in healthcare provision’ (2004, p 280). This same
tension was evident in what participants had to say about the care of residents,
particularly the way in which tasks and person-centred care were referred to as
alternative rather than complementary approaches to care, as in this example:
Task-oriented slips in a lot, they get frustrated and they get busy and there are
some staff who are better and worse than others in that respect ... All we can do is
flag what’s acceptable and what’s not and hope that the staff actually police
themselves in that respect (34L)
Despite the negative connotations of the opinions expressed by participants, the
relevant literature reflects a more positive view of routines. Eraut has described
routines as ‘a fast version of overt activity from which the need to stop and think has
been removed’ (2004, p 261). Routines can be elusive:
In many cases it is too difficult to disentangle routines from the practice in
which they are embedded to attempt either to describe them or evaluate them
(Eraut 2004, p 261).
Becker, based on his review of the literature on routines, argued that ‘routines can
be simple rule-following behavior at one point of time, but involve adaptive and
creative behavior at another point of time’ (2004, p 649). He also makes the point
that ‘routines are imbedded in an organization and its structures, and are specific to
the context’ (Becker 2004, p 651). The corollary of this is that there are limits to how
well routines can be transferred from one context to another. Therefore, ‘no such
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thing as a universal best practice can possibly exist. There can only be local ‘best’
solutions’ (Becker 2004, p 652) [original emphasis].
Routines depend on where they started from and build incrementally from there,
which means that:
because one can get stuck on a path, along which the routine develops over
time, the starting point matters … Without knowledge of the reasons, for
which a certain path was taken in the past, it is impossible to reconstruct the
path and the problems to which the routine originally was the solution
(Becker 2004, p 653).
This perspective sheds new light on the frustration felt by those trying to instigate
change when they are faced with the response ‘we’ve always done it that way’:
The argument that I get because I’m new and I’m instigating change is, we’ve
always done it that way. (1M)
They’re resistant to change because we’ve always done it that way. (18M)
There may have been good reasons for ‘doing it that way’ when a routine started,
perhaps in response to previous priorities, but the reasons had been forgotten.
Routines typically change over time, and therefore ‘contribute to both stability and
change’ (Becker 2004, p 659). Routines allow organisations to do four things:
provide coordination, provide some stability of behaviour, economise on the use of
cognitive resources (because routines are often followed sub-consciously) and store
knowledge, including tacit knowledge (Becker 2004). Routines cannot be specified
in enough detail that would allow those routines to be carried out, which presents a
challenge when seeking to incorporate something new into existing routines that
are capable of endogenous change (Feldman and Pentland 2003; Howard-Grenville
2005).
The creative and adaptable nature of routines, the importance of their history to
understanding the present and their contribution to organisational functioning were
not reflected in what participants had to say.
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7.5 STRATEGIES FOR RECONCILING PRIORITIES
Reconciling Competing Priorities took place in various ways, more than one of which
could occur at the same time:


Changing the way care was framed, which occurred primarily with attempts
to improve behaviour management.



Having conversations during the course of daily work to talk about
competing priorities and how to reconcile them.



Trying out a proposed new practice to see how it might work, including how
it might fit in with existing practices.



Minimising the ‘competition’ between priorities by working out a way of
doing two things at the same time. One example was teaching staff to use a
new pain-assessment tool while they were providing care to a resident i.e.
care and assessment took place at the same time.



Making a decision to incorporate whatever was new at a particular
milestone, at regular intervals or for all residents at set times (for example, a
new assessment tool used when residents are admitted to a facility, or a
change in the care of residents at a set time such as cleaning teeth after
meals or moisturising skin after showering.



Agreeing on a set of priorities for each resident as part of the process of
developing and maintaining care plans.



Instituting a process of review or reflection, which might be formal, as in a
case conference, or quite informal, as part of a handover between shifts.



Leaving existing practice unchanged.

Changes that could be standardised by incorporation into existing structures
became ‘routine’ more quickly than those that could not be standardised.
Interventions that required an element of decision-making (what to do, when to do
it, how to do it), including how to integrate what was new with what was being done
already, were supported by some form of interaction between staff: conversing,
reviewing, reflecting, trying out. The following comment provides a good example of
this interaction, for what appears to be a simple change – the introduction of a ‘fluid
round’:
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It has got to be integrated into work flow. Things just can’t be an add-on. You have
got to have a discussion on how is this going to work for you today. How is this
going to work in the short term and the long term? How are we going to measure
it? How are we going to get back together about that? How did you find that? We
spoke about putting that new fluid round in because we had an issue with the
nutrition. Did it scope into your work well or did we get the outcome or because
we didn’t do the tea breaks right, we put them all out? The four people went to
tea at once and we only left one person on the floor and we threw out 80% of the
stuff because we didn’t have the discussion, what is reasonable? What can be
achieved? How do we do our work in a different way to support them? We have
got to start to have the discussion. (48M)
Care planning represented the most formal process for Reconciling Competing
Priorities: in the process of developing a care plan, needs are assessed, priorities
considered and actions planned in response to those needs and priorities. However,
care planning was not used in this way for much of the time:
Care planning, if it’s done properly, could be very flexible. It could be a tool that
communicates how the team would function. The trouble is that care planning has
become a tool to gain funding and demonstrate quality for accreditation, and it
doesn’t reflect the real world of the workers anymore. (34L)
This is consistent with research that care plans serve a useful function in bringing
together disparate sources of information, but may be of little use in practice
(Ellingsen and Munkvold 2007).
Intrinsic to any process of review, whether it was formal or informal, were two
additional priorities that needed to be reconciled: the time needed to conduct a
review versus the review’s potential benefits. One opportunity for review was the
handover between shifts, with handover practices appearing to vary considerably
between facilities, including not having a handover at all. As one facilitator said,
‘handover does not work for us’, based on the rationale that staff in that particular
facility preferred to finish their shift and go home. Review might involve some
aspect of a care such as wound management or managing a particular behaviour, or
a more comprehensive approach to review, such as palliative care. The process of
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review was about turning the abstract into the concrete, into what staff needed to
do:
It’s about what does it mean for me, what does it mean for my residents and what
do [they] want me to do, so it’s bringing all those – academic, the contact and
everything – down to practicalities because that’s what they wanted to know –
what do you want me to do. (26L)
An example of a practice remaining unchanged occurred with regard to wound
management where the evidence that wounds heal more quickly if dressings are
only changed once or twice a week ‘competed’ with an existing routine that involved
wound dressings being changed daily. Staff preferred to continue with the existing
routine because of concern that if a dressing was not changed daily ‘it will slip
through the gaps’ and not get changed regularly. This was given a higher priority
than potentially reducing the amount of work and improving wound management
by changing wound dressings less frequently.

7.6 SUMMARY
The process of Reconciling Competing Priorities occurred:


at an organisational level, with ‘reconciliation’ effectively mandated in some
way



at a team level through interaction among members of the team



at an individual level, with each member of staff deciding what would be
given priority.

The three levels were not mutually exclusive, and Reconciling Competing Priorities
could take place at all three at the same time.
Reconciling Competing Priorities implies nothing about what the priorities were –
whether the priorities were right or wrong. If existing priorities and the structures
that reflected those priorities were not the ‘right’ priorities, it simply made the
process of reconciling more difficult:
You’re trying to change something on top of something that’s not working, and
attacking one particular practice area, one systemic problem, doesn’t work, I don’t
think – or it’s harder. (26L)
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The types of changes to resident care described by participants were not easily
directed or controlled. Many of the changes were subtle, and small in scale, largely
taking place in one-to-one interactions between staff and residents. Taken out of
context, the changes were generally quite simple, but took place within a context
that was complex, including residents’ complex needs. The general picture was one
of complex adaptive systems, rather than the organisation as a machine (Plsek
2003). Participants described an environment that, although it could only
accommodate small changes, could be quite innovative, similar in some ways to a
comment about communities of practice: ‘through their constant adapting to
changing membership and changing circumstances, evolving communities-ofpractice are significant sites of innovating’ (Brown and Duguid 1991, p 41).
The changes to resident care are worth considering in light of a study from the USA
comparing 92 facilities with ‘good’, ‘average’ and ‘poor’ resident outcomes. The
study authors argued that the key to achieving good outcomes for residents lies in
staff focusing on what they refer to as the ‘basics of care’ (Rantz, Grando et al. 2003).
Examples of good and poor outcomes are summarised in Table 7-2.
Table 7-2

Getting the basics of care right

Basics of care in nursing facilities that

Basics of care in nursing facilities that

achieved good resident outcomes

achieved poor resident outcomes

Ambulation is encouraged and done with

Ambulation with staff assistance is done

staff assistance

infrequently

Very little weight loss

Many residents with weight loss

Good, appealing food

Food not appealing

Much interaction and conversation during

Little interaction during dining

dining
Residents have fluids readily accessible

Fluids available but not accessible

Very few pressure ulcers and very few

Many pressure ulcers: many facility-acquired

facility-acquired pressure ulcers

pressure ulcers

Pain assessment is a more common practice

Infrequent assessment of pain

Note: the examples in this table are taken from a table in the article by Rantz et al. (2003),
which includes a more comprehensive list of outcomes.
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An important point is that the outcomes are linked. The findings also illustrate the
relevance of the title of this thesis – it’s the little things that matter. As one facility
manager described it:
It was about doing those little things consistently that bring about better
outcomes for residents. (21M)
In the USA study it was found that in facilities with poor resident outcomes, staff
knew what should be done but were not observed doing it, whereas in facilities with
good resident outcomes staff not only knew what should be done but were observed
actually doing it (Rantz, Hicks et al. 2004). The authors of the study neatly
summarise the contradiction between simplicity and complexity:
The results of this study illustrate the simplicity of the basics of care that
residents in nursing facilities need. The results also illustrate the complexity of
the care processes and the organizational systems that must be in place to
achieve good outcomes (Rantz, Grando et al. 2003, p 24).
The comments about care plans provide an example of how ‘too much structure
obstructs worktasks [sic] and puts additional burdens on health care personnel’
(Berg 1999, p 92), based on an assumption that more is better. Although none of the
participants expressed it in this way, it is almost as if care plans have become the
default position for how care should be prioritised and delivered, something that
staff can subsequently refer to only if they need to.20 This finding is similar to those
of Essén (2008), who examined the routines involved in delivering help to elderly
people in their homes.
Despite the somewhat negative views about routines expressed by participants,
routines provided an important way of Reconciling Competing Priorities, although
not the only way. It is interesting to note the important work of Feldman and
Pentland on routines:
Organizational routines consist of two aspects: the ostensive and the
performative. The ostensive aspect is the ideal or schematic form of a routine.

20

Similar comments about care planning can be found in Section 6.3.2, with participants

indicating that they found it somewhat divorced from day-to-day practice.
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It is the abstract, generalized idea of the routine, or the routine in principle.
The performative aspect of the routine consists of specific actions, by specific
people, in specific places and times. It is the routine in practice. Both of these
aspects are necessary for an organizational routine to exist (Feldman and
Pentland 2003, p 101).
It has been argued that scope for incremental change and quality improvement lies
in ‘the tension between ostensive and performative aspects of the routine’ (Robert,
Greenhalgh et al. 2009, p 93). The findings suggest there is scope for research into
the tension between the ostensive and performative aspects of routines in
residential aged care as a way of improving care.
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CHAPTER 8

LEARNING BY CONNECTING

8.1 INTRODUCTION
Participants described learning as an essentially creative process, rather than simply
the transmission of information from one person to another. At the core of creating
knowledge was Learning by Connecting, whereby people were able to make
connections by:


connecting new knowledge with existing practice and knowledge



thinking ‘outside the square’ to connect with additional knowledge



making a connection between actions and outcomes.

The process of connecting was described in various ways, such as having a pathway
from theory to practice, ‘relating’ to something or someone (e.g. a particular
resident), ‘grasping’ a link between action and outcome, ‘worked it out in their
heads’, placing pieces of knowledge in a ‘big picture’ jigsaw puzzle, ‘the connection
of knowing’, ‘tying into’, ‘seeing the correlation between’, ‘linking actions to
benefits’, ‘make those connections’, ‘putting the pieces together’ and ‘filling the gap’.
Taken out of context, these descriptors may not seem to be about ‘connecting’;
closer examination suggests that they are. For example, the reference to ‘grasping’
was made when a participant was talking about how facility staff were able to
‘connect’ the use of morphine, which had been troubling them, and its impact on
residents who are in the terminal phase of their illness.
Learning by Connecting could be separated in space and time: some connections
were not always immediately obvious, while others could be made with a past event.
It was a participatory process that occurred in the workplace, analogous to what has
been described as ‘learning through participation in a practice’ (Gherardi 2000, p
214). According to Lave and Wenger (1991), learning does not just take place in
practice, it is an integral part of social practice in what they refer to as the ‘lived-in
world’; described as ‘situated learning’. Participation implies not only taking part
but also developing relationships with others: ‘it suggests both action and
connection’ (Wenger 1998, p 55).
Participants referred to various forums with the potential to provide an
environment for learning – a small-group education session, a mentoring session, a
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formal case conference, an informal review of resident care, the handover between
shifts or a conversation involving two or more staff:
That morning chat. We try not to talk only about work but it’s a really good time
to brainstorm … it’s 10 minutes when everybody starts arriving, we just start
talking and we’ve solved some problems at that time. (15M)
Some places get a whole range of staff members together because they use it as a
teaching session and they go through each of the residents … it’s a sort of clinical
conference. (41L)
Nurses did what they were directed to do but didn’t really have a full
understanding of why. The case conferencing actually gave them insight into why.
(42M)
It did not automatically follow that ‘making connections’ resulted in changes in staff
behaviour or practice, but without such connections there was no rationale or
foundation for change to take place. The process of Learning by Connecting often
resulted in an understanding of why and how change should take place.

8.2 CONNECTING NEW KNOWLEDGE WITH EXISTING PRACTICE
AND KNOWLEDGE
Very few interventions were implemented with no adaptation.21 Some examples
were administering paracetamol regularly for pain relief rather than ‘as required’,
implementing practices to improve oral health and applying moisturiser to maintain
skin integrity. Even when an intervention did appear to be relatively standardised,
there was usually the need for a decision about which residents required the
intervention. Implementation of new approaches to resident assessment, care
planning and case conferencing could be used for all residents or particular groups
of residents, but there was considerable variation in how this was done and how
actions that flowed from these processes were implemented; examples included
linking assessment to care planning and implementing decisions made during case

21

Further information about changes to the care received by residents can be found in

Section 7.2.
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conferences. The net result was the need to blend various sources of knowledge –
knowledge about the intervention, knowledge about particular residents, and
knowledge about the facility – before and during the process of implementation.
Neither new knowledge nor existing practice and knowledge were neat parcels that
could be connected in a simple way. Much of the new knowledge was about
refinements to existing practice. For example, using a different type of dressing for a
wound might have been new, but the concept of applying a dressing to a wound was
not. The tools used to assess pain or the risk of falls were new, but the principle of
assessing pain and assessing risk of falls is well established in residential aged care.
There were knowledge deficits regarding, for example, palliative care and behaviour
management, but the concepts of a palliative approach and person-centred care
have been around for quite some time. For this reason much of the Learning by
Connecting was about connecting what may initially have been thought to be new,
but was in fact partially in place already; this was reflected in comments about new
knowledge validating existing practice:
I think they were always doing it, but they probably didn’t see the value in it. (16F)
A lot of the interventions have been put in place to manage behaviours of concern
is a huge reinforcement to the staff that what they’re doing, that this approach,
person-centred care, is the way to go. (32M)
Participants described the critical importance of making the connection between
new knowledge and existing practice, as demonstrated by the following comments
from three people who each played pivotal roles working closely with facility staff:
You've got to look at some part of fundamental knowledge where the person is
allowed to actually explore, experiment, feel, to touch and to actually be able to
have a pathway where that goes from the theory directly into what they do …
There has to be seen a link, that it's not just learning in isolation, to I mean is that
practical inferences. (17L)
If you do it in a non-clinical setting they're all perfectly normal people or normal
things so it doesn’t fit for them, so it’s helping them to make sense with that
particular resident of what's happening and how they can manage according to
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that resident’s conditions … when you relate it to something that they're dealing
with every day it tended to work a lot better. (23L)
It’s when you got to the practicalities of how it could help them in their work
rather than concepts and models and frameworks and all those other sort of
things the literature talked about ... If you ask me when did they get it, that’s
when I knew they got it, they went off and they talked to residents, residents’
families, gathered information, they came back and sat in a room and explained
behaviour and I could see that they understood what we were doing. And then
they could develop strategies there. (26L)
This perspective on the importance of linking knowledge to practice was supported
by participants working in facilities:
They [the staff] felt informed and they felt they could make good decisions about
resident care needs from what they saw, what they observed. And I think that’s
the kind of information you want to give, particularly carers so that they feel like
they’re making a good contribution … I don’t know why they related more to sleep.
Maybe because in general they’re more carers so maybe they felt that they had
more control there because they could make decisions maybe or they could choose
that’s how they were going to take care of the situation. Whereas pain
management was information they pass onto somebody else who takes care.
(15M)
It’s good to bring people into a classroom and sit them down and teach them
something and give them practice, but really what they learn is back out there
more than in the classroom – they'll get the theory, but it’s how it’s reinforced
back there. (43M)
The first of these comments is particularly interesting because it draws the
distinction between knowledge that links with a particular area of practice where
staff felt they could have an impact (sleep) and knowledge of another area of
practice (pain management) that does not link in quite the same way to their
responsibilities for care.
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A long-held view in education psychology is that the learning of new knowledge
relies on what is known already:
If I had to reduce all of educational psychology to just one principle, I would
say this: The most important single factor influencing learning is what the
learner already knows. Ascertain this and teach him accordingly (Ausubel
1968, p vi).
Although Ausubel’s work was undertaken to inform a very different process and
context to residential aged care – classroom teaching in schools – it has had a broad
influence on education in general and the development of concept mapping in
particular (Irvine 1995).
Participants, particularly those working for the lead organisations across a range of
facilities, referred to learning as a process of 'connecting’ new knowledge to what
staff already knew in a way that is consistent with Ausubel’s perspective:
It's finding out what knowledge and skills they have and what resources they've
got and drawing all those together ... you acknowledge what they do have … we
actually approached it from not us telling them things, it was asking them to tell
us what the problems were and then building upon that ... I think it's about
demystifying evidence-based practice, it's about relating it to what they do know
in their settings. I think that's probably been one of the biggest lessons learnt.
(23L)
Staff actually get to see the big picture emerging, they contribute their knowledge,
like pieces of a jigsaw puzzle … a lot of what they know doesn’t actually get to
documentation. (34L)
Rather than using the analogy of adding pieces to a jigsaw puzzle, another
participant referred to staff using their existing knowledge to ‘fill all the gaps’ but
that this required some structure to help them do that. The collection of information
about residents’ life histories to inform person-centred care was an example of a
structure that was used to do this.
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Just as the changes implemented in facilities were incremental (see Section 7.3), so
participants highlighted the importance of increases in knowledge being
incremental as well, either in small pieces or in small steps:
It's giving them small digestible amounts of information. Often in the first instance
that's respective of where their immediate need is as an adult, but then they tend
to look at a larger scope than what they're actually doing. (17L)
(It takes) lots of little personal educations. Lots of sitting down with three people
and sort of saying to them, ‘Look, let me tell you why I think we should be using
this’. So it’s been incremental knowledge … I think if you’ve got a baseline where
you’ve got no knowledge at all, then everything is like climbing Kosciusko all the
time, but I think once you lay down some knowledge then it becomes incremental,
and then the questions they are asking are more pertinent to their practice. You
can’t do once-off education and pat yourself on the back and say it’s really good.
(46F)
This was also framed as ‘building on and giving more in-depth knowledge’ (24M).

8.3 CONNECTING OUTSIDE THE SQUARE
Participants referred to the strong focus within residential aged care on framing the
care of residents in terms of a series of tasks to be completed, and identified a need
to think ‘outside the square’ or ‘outside the box’. These terms can mean many
different things depending on the context within which they are used but, in general,
participants equated use of the terms with the ability to connect the ‘parts’ of
resident care with the ‘whole’ of resident care. This was often associated with a need
for thinking that was more person-centred:
They think about the tasks that they have to achieve for the day rather than the
person as a whole. So it took a lot then to get them to think outside of the square
and think about, ‘well this is a person’, not just ‘this person needs a shower’ sort of
thing. (13F)
We're looking at the person, what they need to do, what they've done in the past,
so that we can actually gather that information and look at the whole, not just
clinically look at the wound. That's the one thing we hope to change … The
Learning by Connecting

160

strength I think is making the staff look outside the box, looking not just, as I said,
at the wound, looking for other causes rather than just – they've got a skin tear;
they've got a pressure-area sore. (37F)
From a learning perspective, some participants highlighted that much of the work in
residential aged care is framed in terms of accreditation, which features so strongly
that it restricts thinking in a more holistic way:
Everything has to be spec for accreditation and everything has to be spec for
clinical care. These are all the things we must do and anything that doesn’t fall
into that is all extra work, so what you end up with and what we have is where the
socio-emotional stuff is all the extra bits … so anything you add to that is going to
be a problem. (29L)
According to participants the ability to connect particular components of care with
other components of care or a broader perspective were the hardest connections to
make. An example of this was wound management, with facility staff focusing on
what dressing to put on a wound, rather than what to do about issues such as
ambulation and nutrition. Other examples of difficulties experienced in connecting
with a broader view of resident care included:


Behaviour management – connecting needs, which can be very diverse, to
behaviours, which may be quite complex and not easily attributed to needs.
One participant referred to this connection as ‘nebulous’.



Falls – connecting risk of falls with interventions to prevent falls, which can
encompass a wide range of possibilities including review of medications and
review of daily routines.



Pain – connecting a pain assessment with a range of possibilities for
potential causes of pain and a range of pharmacological and nonpharmacological interventions to relieve pain. One participant described the
management of chronic pain as ‘right up the top of the complexity scale’.

One aspect of care that seeks to systematically connect specific needs with a more
holistic approach to care is the system of care planning. However, there was a
certain disconnect between resident assessment and care planning and between
care planning and day-to-day care. This contrasted with the use of end-of-life care
pathways for palliative care, which served as a tool to assist the connecting of
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different aspects of care, by, as one participant described it, ‘filling a gap’ and
providing a ‘process to follow’:
Staff have got a more distinct process to follow now, haven’t they, and how to
define when someone is at end of life is much, much clearer, whereas before it was
based on a lot of their own clinical experience as much as anything, to define it. So
there probably were some gaps there, that things could have got missed. (43M)
Closely linked to the idea of thinking ‘outside the square’ was being able to recognise
something that appeared quite simple and obvious, but was only so once someone
had thought of it. Although many of the practice changes were quite minor, there
had to be recognition in the first place that something needed to be done, or that
something could be done, to bring about an improvement:
When you’re constantly seeing something day in and day out, you don’t always
see how things could be made better. It’s just another set of eyes. (1M)
We kept hearing over and over again, ‘I never thought of it that way. I never
realised that. I never even looked at it that way before’. (29L)
You have to be able to see the links … but once you point it out they can really
clearly see it. (36L)
They got very excited and they sort of go ‘der, why didn’t we think of that before’
… it’s that very simple level. (26L)
The catalyst for ‘seeing the obvious’ came in the form of someone, usually external
to the facilities, bringing the ‘fresh set of eyes’ that one of the participants referred to
or the opportunity for staff to stop and reflect on their practice. This was
particularly an issue with managing resident behaviour, which arose not only in the
projects that focused on behaviour management but also in other projects as well.
One facility manager described how simple changes to the physical arrangements in
a resident dining room resulted in improvements to resident behaviour. Another
facility manager described a situation where her staff did not identify pain as being a
driver of behaviour (‘the girls didn’t see it’) and it required an external facilitator
and time to reflect on the history of some residents to reach a point where ‘they
suddenly identified that that was a cause’ (42M).
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8.4 CONNECTING ACTIONS TO OUTCOMES
An important form of Learning by Connecting took place when staff connected their
actions with the benefits of those actions. This occurred in one of three ways:


Seeing the benefits in a tangible way.



Trying something out to see if it works.



Using some form of auditing or data collection and then considering the
implications of the results.

According to participants, the most influential of these three was seeing the benefits.
Many participants referred to instances where being able to ‘see’ a tangible benefit
was an important source of learning and a motivator for staff to continue with a new
practice. The issue of motivation is explored further in Section 9.2. Seeing the
benefits was usually in the form of benefits to residents, which were identified by
participants in all areas of practice, except for palliative care. For palliative care, the
benefits were primarily for staff in terms of changes to systems and processes that
improved their ability to care for residents.
When participants referred to ‘seeing the benefits’, it was often in the form of telling
a story about a particular resident. For example:
One of the big changes was a man [with] a lot of behaviour problems. But when
we went through and looked closely, and actually looked at what the diagnosis
was, the disease process, and the impact that had on him, and how he really
wanted his independence, the whole attitude changed, and that was the most
remarkable change of all. He’s actually a much happier person, the staff are much
happier because he is not abusing them as much, so there’s been a real shift in
staff’s relationship with him … it really did make a remarkable difference, I was
astounded … in trying to explain this it is really difficult, but you can see the
changes when you’re there. (36L)
One facility manager described a particular resident as ‘a great learning model for
the staff’ (30M).
Examples of benefits for individual residents included wounds that had not healed
for many years healing rapidly, changed behaviour on the part of a resident who
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became pain-free and visible improvements in oral-health status. Other examples
involved a broader group of residents, rather than individuals. Instances of ‘seeing’
the benefits helped staff to make a connection between what had been done and the
benefits of that, irrespective of whether there was a causal link between the two.
This is consistent with the view that
learning increases when actions and outcomes become tightly linked and
random environmental events occur with insufficient frequency or magnitude
to provide a context that is stable enough to permit identifying relationships
between actions and outcomes (Van de Ven, Polley et al. 2008, p 80).
The concept of ‘trying out’ was indicative of the iterative nature of implementing
change: people learnt and were therefore willing to try things out, or were willing to
try something and then learnt from what they had tried. Much of the trying out
involved how something was implemented rather than what was implemented. For
example, education was provided about options for non-pharmacological
interventions to reduce pain, but that still required decisions about what to try out
with individual residents. In some cases the connection between what was tried out
and the evidence was somewhat tenuous. Trying out did not necessarily lead to
tangible benefits but it helped if it did. Trying out required a degree of confidence
and interaction between staff:
It empowered the nurses probably, the carers, to actually use their behaviourmanagement skills more. I didn’t have carers coming up to me and saying, they
need their medication now, the same. They were happier to actually try more
interventions and the nurses were probably less forward with the antipsychotics.
(16F)
If it’s come from one of them, we sit down and have a meeting about it and see
whether it is something that will work. If it’s going to work let’s try it, we don’t just
say ‘okay we are going to do it’. This is what we do, we say ‘let’s try it’, that way
it’s slowly introduced. And by trying it they’ll say ‘oh this doesn’t work, it’s really
hard’, or ‘it’s impossible to do’. ‘Is there an easier way to do it? Can you suggest
something else?’ And when they do, it works 90% of the time. (19M)
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Two of the issues with ‘trying out’ were a reluctance to try something that had been
tried before and been perceived as ‘not working’ and a reluctance to persist for long
enough to show a result:
The idea [is] that if you try something once and it doesn’t work, it’s not worth
trying again, and I think that’s a huge issue, ‘Oh, we tried that once, no, it didn’t
work’. Then you find out maybe they didn’t quite try it that way and maybe they
tried it in the wrong context, so I think that it’s a very narrow thinking along those
lines. (29L)
You've got to say, ‘you've got to at least trial it for 14 days’, whereas people tend
to say, ‘if it hasn't worked in three, let's take it away’, and won't try it. (37F)
Trying out was a practical means of linking new knowledge with existing practice
and knowledge: only by trying different strategies could ‘what works’ be identified.
It was a very experiential approach to learning, similar to what Rogers (2003) has
referred to as trialability, whereby individuals come to understand an innovation by
experimenting to see how it works in their own environment.
Based on Rogers’s definition, many of the interventions were trialable. Rogers
argues that if an innovation can be designed so that it can be tried more easily, it is
more likely to be adopted. Participants made some references to changing the
design of interventions to facilitate trialability, but this was not done to promote
adoption of something new, but rather to find out ‘what works’.
Benefits that could be ‘seen’ and that resulted from trying out typically occurred
quite quickly. Another way of connecting actions to benefits that can pick up lessobvious benefits and those not closely associated in time with particular actions is
some form of auditing, followed by feeding the results back to staff; this occurred in
nine of the projects. The auditing was extensive but was usually done only twice,
once at the beginning and once at the end of each project, making it difficult to link
actions with benefits. Participants made some comments about the usefulness of
auditing and feedback, but the impact on learning was less than being able to ‘see
the benefits’ or ‘trying out’.
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8.5 REFLECTIVE PRACTICE
The previous chapter identified interaction between staff as means of reconciling
different priorities, often in the form of a process of review or reflection. However,
the busy nature of daily practice made it difficult to find the time to do this.
Reflection was not just about reconciling priorities, it was also an important means
of learning by taking the time to think about how things might be done differently:
It’s not rocket science, it’s not major, it’s not earth shattering, but it’s about
providing a five-minute opportunity to sit and reflect ... you need to stop and
reflect. Yes, I think reflection is a key to this project, because tasks take over. (33L)
They don’t have time to think about what they know. They don’t have time to
challenge their own beliefs or to imagine how it could be better ... to sit back and
think about what they’re doing and how they’re doing it. (34L)
One of the participants involved in educating staff talked about how she had learnt ‘a
new skill in training’ which was about ‘not only answering what the person says but
you're also giving them some thought and self-reflection’ (17L). Another participant,
involved in more of a facilitation role, talked about the importance of allowing staff
to ‘reflect on the people that they are caring about – how it all sort of inter-reacts’
(36L).
As can be seen from the sources of the comments above about reflection, this was
largely an issue identified as important by those ‘coming in from the outside’ to
work with facility staff. However, the need for establishing a means for reflecting on
practice was also raised by facility-based staff:
Often it was the girls didn’t see it and, with the case history and reflecting it with
them, they suddenly identified that that was a cause. (42M)
A lot of the time we go and do these things because we have to, but we don’t
reflectively make clinical judgement and decisions about what else it could be or
what other assessments to trigger, because we don’t stop and look at the whole
experience of the person. (48M)
The concept of reflective practice brings together many of the things participants
had to say about Learning by Connecting: connecting new knowledge with existing
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practice and knowledge, connecting ‘outside the square’ and connecting actions to
outcomes. It was also a way of ‘connecting’ what people already knew:
I’ve got this real problem I can’t manage and someone else within the group will
say ‘well, when that happens this is what I do’. (36L)
As will be shown in the next chapter (Section 9.6), reflection was often an important
component of decision-making. Reflective practice, as described here, has
similarities to what Schon described as ‘a reflective conversation with the situation’
(Schon 1983, p 295).
It has been argued that there are considerable similarities between reflective
practice and evidence-based practice, and that there are benefits from integrating
the two (Mantzoukas 2008). In particular, reflection provides a way of making
explicit ‘unconscious and intuitive types of knowledge’ and allowing for ‘linkages to
be developed with previous knowledge, formal theories and research knowledge’
(Mantzoukas 2008, p 220). This perspective is indicative of the diverse nature of
evidence suggested by the literature (see Section 2.3) and the views of participants
regarding Learning by Connecting.

8.6 DEVELOPING A SENSE OF IDENTITY
Learning by Connecting involved connecting knowledge, people and practice, which
was perceived to result in three benefits for facility staff, primarily personal carers:


learning and making a contribution to care



greater participation in a team



personal growth and development.

Taken together, these benefits contributed to developing a sense of identity, via a
process of learning, doing and connecting. Identity is ‘a sense of belonging and
commitment’ (Handley, Sturdy et al. 2006, p 642). Archer refers to personal identity
as ‘a matter of what we care about in the world’ (2002, p 15).
A consistent finding, across all areas of practice and experienced by all three
categories of participants, was a perception of the positive impact of learning on
facility staff, particularly personal carers. Training and education was seen as
emphasising their value; in turn, personal carers were perceived as valuing the
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opportunity to make a worthwhile contribution to the care of residents, often
framed as a contribution to clinical care:
The training was very self-assuring for people who were there, of how valuable
they are in the workplace and how, with this little bit of extra knowledge, you're
going to be even more effective in your role in caring. And they seem to click onto
that really well and take on the responsibilities of going with change. (3M)
Their eyes would light up and say ‘I’m actually now doing clinical care, I’m
providing, I’m not just changing sheets and washing people, I’m actually now
involved in the medical care of this person, and it makes me feel more important
and it makes me understand that I can contribute to the medical well-being of
these people’ … One of the things that really struck me by the end was the fact
that it was probably the staff who were the least educated and least skilled that
got the most benefit out of the whole thing. (10L)
It’s given our carers just that little bit more knowledge to be able to enjoy their
job, because they feel as though they are doing something worthwhile. It’s not
just, ‘well, anyone can give a drink of water’, it’s a ‘we’re doing this because it’s
got a really good value’. A drink of water stops lots of things ... It is such an
important thing to do, and that has just allowed our carers to have that much
more sense of value about their positions. (40F)
These three comments were made by participants about three different areas of
practice.
Personal carers were also seen as benefiting from greater participation in a team;
this was captured in comments by participants such as ‘they’re all in it together’
(34L) and ‘they're all doing the same thing’ (51L). The benefits of working together
are developed further as part of the collective agency described in Chapter 9,
Exercising Agency (see Section 9.4.2).
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Participants referred to how staff felt they had developed a ‘voice’, received greater
recognition and were being ‘listened to’:
I think it gave them a sense of pride of being able to make a contribution as
opposed to being told ‘just go and do this’ ... I think it has to come down with them
just having a voice really. (8L)
I think it’s interesting because the PCAs and the domestic services staff, hotel
services, gardeners, maintenance people have been far more receptive because
their roles are not as carved in stone, and what they have been particularly
receptive about is being recognised as being part of the care. (29L)
The care staff like it because they are being listened to, they do the care, they do
the pressure care, they do the washing … It’s giving the PCA staff on the floor
feeling like they’re more involved in decision-making as well which is great. (49M)
It was perceived that even a relatively modest increase in knowledge could result in
staff – particularly staff with the least amount of knowledge to start with –
connecting more with both residents, in terms of contributing to their care, and with
their fellow staff, in terms of contributing to a team. Some participants also made
comments about how they felt additional knowledge had contributed to personal
growth and development of facility staff, using phrases such as:
Empowering them to speak up a little bit more. (16F)
They’ve grown with it. (46F)
Developing a sense of identity via learning and participation was about moving
toward a situation where there was greater equality of interaction between facility
staff, as people became more aware of what they could achieve and enhanced their
own credibility. Equality of interaction is a feature of the core category (Chapter 6).
An increasing sense of identity influenced beliefs about capabilities; this is explored
further in Section 9.3.2.
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8.7 SUMMARY
Learning by Connecting encompassed the connecting of people, knowledge and
practice. More than one type of ‘connecting’ could take place at the same time; for
example, connecting new knowledge with practice while at the same time linking
that new knowledge with what was known already. Participants described how the
process of learning could contribute to developing a sense of identity. The process of
‘connecting’ usually required some type of forum and time for reflection.
Four activities have been identified that regularly result in workplace learning:
Participation in group activities
Working alongside others
Tackling challenging tasks
Working with clients (Eraut 2004).
Although all four were described by participants, tackling challenging tasks was
referred to less often. Much of the learning arose from the design of a particular
project, such as the employment of an educator or facilitator, but learning also
occurred as part of day-to-day interaction in the workplace. Based on their analysis
of what is meant by the term ‘work-placed learning’, Manley et al. proposed a
definition that has particular resonance with Learning by Connecting:
A process of learning that is stimulated by workplace activities and by
learners engaging in critical discussion and debate with their workplace
colleagues (either in groups or in one-to-one relationships) (Manley, Titchen
et al. 2009, p 119).
None of the participants used the term ‘community of practice’, and this study was
not designed to investigate the concept. However, the mechanism Learning by
Connecting bears some remarkable similarities to the idea of communities of
practice, a term first coined by Lave and Wenger (1991) in their study of the process
of legitimate peripheral participation by which apprentices achieve mastery of their
craft.
The concept of communities of practice was originally based on the idea that
knowledge should not be separated from practice, and that learning takes place in
social relationships. The understanding of communities of practice has evolved over
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time to refer to a group of people who come together in some way to share ideas,
interact with each other and in the process develop a sense of identity. Knowledge is
shared and problems solved collectively (Ranmuthugala, Plumb et al. 2010). There
has been an emphasis in the literature on what can be observed as taking place in a
community of practice, with a relative neglect of the discursive aspects of practice
(Pritchard and Symon 2006).
In recent years the concept of communities of practice has become part of the
language of health care, usually to describe a group the members of which do not
share a common workplace, although there is no reason why a community of
practice cannot exist within one organisation. Spender has argued that organisations
can be ‘reconceptualized as a community of practice’ to allow for the ‘different types
of knowledge and their interaction’ that exist within organisations (Spender 1996, p
75). Communities of practice within health care have some or all of the following
characteristics:


Social interaction – interacting in formal or informal settings.



Knowledge-sharing – sharing relevant information between individuals.



Knowledge-creation – developing new ways of doing things.



Identity-building – the process of acquiring an identity (Li, Grimshaw et al.
2009).

As communities of practice become more mature, all four characteristics tend to
develop (Li, Grimshaw et al. 2009). Bate and Robert identified the importance of
personal connections and developing a ‘shared sense of identity and belongingness’
to the success of a community of practice (Bate and Robert 2002, p 24). It has been
suggested that communities of practice provide an opportunity ‘for evidence
(explicit knowledge) to be integrated with individual and collective tacit knowledge’
(Sandars and Heller 2006, p 345). It has been argued that communities of practice
emphasise ‘the craft or artful elements’ of practice, and in doing so imply ‘some kind
of apprenticeship’, with apprenticeship defined as:
a social process implicitly involving the notion of someone with less
knowledge following, watching, and in a difficult-to-articulate way, absorbing
the knowledge that he or she needs to become skilful—to have the
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“knowledgeable skills” required for practice (Estabrooks, Thompson et al.
2006, p 32).
This is a useful way of thinking about what it means to be an apprentice in the
context of residential aged care, and suggests that, in some ways, the work of
personal carers is a form of apprenticeship, although one that does not lead to
formal recognition of mastery.
Participants’ comments about the interaction that forms the basis of Learning by
Connecting, the sharing and creation of knowledge and the building of a sense of
identity are all consistent with the characteristics of communities of practice.
One of the reasons why Learning by Connecting may have been an important
mechanism relates to the nature of the EBPRAC program. Each of the 13 projects
focused on one area of practice only, although in some cases those areas of practice
were quite broad. Even within those areas of practice, the tendency was to
concentrate on certain aspects, rather than cover the full gamut of, for example, pain
management or wound management. In the context of all the things a facility has to
do to care for its residents, each project influenced one small part. Hence, it is
perhaps not surprising that an important issue arose about how the things being
done and learnt connected to everything else going on at the same time in each
facility.
People working in residential aged care are not usually conceptualised as
‘knowledge workers’, just as the industry is not usually characterised as a
‘knowledge-building community’. However, the findings suggest that both may be
appropriate. Goodyear and Zenios describe a socio-cultural view of learning and
then state that a strong element of that approach to learning is that:
participation in authentic knowledge-creation activities, coupled with a
growing sense of oneself as a legitimate and valued member of a knowledgebuilding community, is essential to the development of an effective
knowledge-worker. Action and identity are key’ (Goodyear and Zenios 2007,
pp 355-356).
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Peters and Armstrong have described three types of teaching and learning:


Type One: teaching by transmission, learning by reception, the most
common form of teaching.



Type Two: teaching by transmission, learning by sharing, typically in the
form of a lecture, following by a discussion.



Type Three: teaching and learning with joint construction of knowledge by
teacher and learner – the teacher is a participant in the learning process.
Dialogue is the main mechanism for communication (Peters and Armstrong
1998).

Although there is no reason why ‘making connections’ cannot occur within all three
types of teaching and learning, the mechanism Learning by Connecting, as described
by participants, was primarily associated with Type Three teaching and learning
and, to a lesser extent, Type Two.
Much of the literature conceptualises ‘evidence’ as something that can be managed,
an idea that underpins the whole idea of ‘knowledge management’. Although there
have been criticisms of the ‘knowledge as object’ approach, it is a resilient concept
(Pritchard and Symon 2006). However, Learning by Connecting does not support the
‘evidence as object’ perspective. Rather, the situation typically described by
participants was one that has been described elsewhere as follows:
It is not possible to first learn about an intervention, then plan the
intervention, and then implement the plan. Rather, individuals and collectives
must learn as they act and they must act in order to learn (Jordan, Lanham et
al. 2009, p 7).
Referring particularly to the work of Lave and Wenger, Brown and Duguid argue
that rather than learning occurring in isolation from practice, ‘what is learned is
profoundly connected to the conditions in which it is learned’ (Brown and Duguid
1991, p 48). From an organisational perspective, an organisation has been described
as ‘not merely an information-processing machine, but an entity that creates
knowledge through action and interaction’ (Nonaka and Toyama 2003, p 3).
Learning by Connecting is consistent with these sentiments: learning was influenced
by the conditions in which it took place; knowledge was created through interaction
and was sometimes associated with action.
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CHAPTER 9

EXERCISING AGENCY

9.1 INTRODUCTION
Reconciling Competing Priorities is the ongoing mechanism that underpinned
whether new practices became routine or not. Exercising Agency has close links with
Reconciling Competing Priorities, bridging the gap between agency and action. It is
the human dimension of change, both individually and collectively, that made things
happen.
The mechanism Exercising Agency encompasses willingness to act, beliefs about
outcomes, capability to act and the decision to act. Exercising Agency is not just
about individuals: it also includes collective agency, where individuals come
together to act collectively, and organisational capability.
Bhaskar (1975) refers to an agent as ‘anything which is capable of bringing about a
change in something (including itself)’ (p 109). Agency is primarily a characteristic
of individuals: individuals ‘make choices and can wield power and influence on
others with predictable or unpredictable consequences for implementation’
(Damschroder, Aron et al. 2009, p 11).
The word ‘act’ in the context of this study refers not only to the physical act of doing
something, such as providing direct care to residents, but also to sharing knowledge,
initiating conversations about resident care (e.g. with the families of residents),
reviewing resident care (e.g. in a case conference) or spending more time with
residents (e.g. a resident requiring terminal care). All these examples were
mentioned by participants.
Ultimately, it is action that results in ‘making a difference’ (Pritchard and Symon
2006, p 2), with activity described as ‘the bridge between agency and structure’
(Gronn 2000, p 318). The structuration theory developed by Giddens (1984) and the
transcendental realism proposed by Bhaskar (1975) rely on the interdependent
nature of structure and human agency. Structuration theory explains why
individuals will follow unconscious routines but also work outside those routines.
Structuration is the ‘continual process of reciprocity between structure and action’
(Gabbay and le May 2011, p 172), a process that was evident in what participants
had to say about Reconciling Competing Priorities.
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Action has been described as ‘a continuous, cyclical, flow over time: there are no
empty spaces where nothing happens, and things do not just begin and end’
(Fleetwood 2005, p 203). Participants did refer to discrete acts such as a learning
session, a case conference or a change in the care of residents, but ‘between’ those
discrete acts it was difficult to identify what was going on, particularly to separate
out what was new from what was there already. When recounting the events they
had been involved in and their experiences of those events, participants tended to
talk in general terms about, for example, the motivation of groups of people or the
actions of groups of people. References to specific individuals were usually to those
in designated roles such as facility managers or facilitators.

9.2 WILLINGNESS TO ACT
Participants described the willingness of people to act using terms such as
‘willingness’, ‘motivation’, ‘commitment’, ‘enthusiasm’, ‘eagerness’, ‘being keen’,
‘being receptive’ and ‘passionate’. Some also referred to being ‘proactive’ as
indicative of greater willingness. Participants from lead organisations gave examples
of willingness to act by describing facility managers who were ‘really dynamic in the
way in which they approach things’ (29L) and a local facilitator who ‘just kept
pressing on regardless’ (5L). Facility managers highlighted the critical role played by
some of their staff:
There’s a lot of self-starting happening, certainly amongst the champions. And
they’ve got people on board. (30M)
I’ve been really impressed with the amount of staff that are true believers in the
person-centred care stuff, which has worked really well. (32M)
Willingness to act was not just about enthusiasm or a desire to do something, but a
willingness to go further by actually doing something and keeping it going:
We’d got people who were willing to change, people who were willing to learn
how to do assessments and then, at the end of the day, we have residents who
benefit from it, all co-ordinated by [name of facilitator]. It was just very easy to do.
(12M)
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We all became committed. They all felt informed and made changes … The only
reasons things are successful is that I have some staff that go way over and
beyond. (15M)
It really was the passions of those individuals I think at that site and that’s what I
think will keep you going. (26L)
It was difficult to work out where willingness to act originated and how it
developed. In many cases it was simply ‘there’, inherent in the attitudes of some
people. The two main factors identified by participants as influencing this inherent
willingness were an interest in the particular area of practice (e.g. palliative care or
wound management) or a passion for the care of older people. Although these
responses beg the question of how such interests and passions develop in the first
place, the only thing that was consistently mentioned by participants was that such
interests and passions were of quite long standing.
Participants not only referred to the willingness of others, but also to their own
willingness:
The best way to get people on board is to be enthusiastic about it, and I have to
say I really was, because it was my passion. (45F)
It’s a passion of mine. (49M)
These comments, and other instances where participants referred to their own
willingness to act, were confirmed by other participants; in other words, when
someone said they were passionate, someone else also referred to that person’s
passion and the positive influence it had played in bringing about change.
In addition to their inherent willingness, participants perceived that facility staff
were willing to act for a variety of other reasons – because they believed in the
benefits of a change (primarily by ‘seeing’ the benefits, as described in Section 8.4),
their confidence increased, they were influenced to act by their peers, they received
some education or the change ‘made sense’ to them. Consistent with the earlier
comment about it being difficult to work out where a willingness to act originated, it
was difficult to identify cause and effect. There was no pattern whereby it could be
said that doing one thing automatically increased the willingness to act.
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Participants did not describe many instances of overt resistance to change, but when
resistance did occur it was not because of an inability to do things, but a lack of
motivation. The most frequently mentioned group perceived to be resistant were
registered nurses who had been working a long time in residential aged care.
Resistance was usually due to differences in how they framed the care of residents
or the new practice, or because they were unable to see how to fit the new practice
into their working day.22 The new practice was seen as something ‘extra’; in other
words, they were not able to reconcile competing priorities.

9.3 BELIEFS ABOUT OUTCOMES
The chapter Learning by Connecting detailed how learning took place by ‘making
connections’ in various ways: between new knowledge and existing practice,
between new knowledge and what was already known and between actions and
outcomes. An important component of learning was being able to ‘see’ the benefits
of actions, for either individual residents or a group of residents.
Participants described how staff developed the belief that by acting in a certain way,
particular outcomes could be achieved, and referred to the importance of having the
confidence to act to produce those outcomes. Data were collected about these
phenomena under the codes:


Beliefs about consequences



Beliefs about capabilities

Beliefs about consequences were closely associated with Learning by Connecting.
People developed beliefs about the links between actions and outcomes as a result
of learning. Beliefs about capabilities were closely associated with an ability to take
action: people were confident about their ability to act, and hence they acted. These
beliefs have close similarities with the outcome and efficacy expectations in the
Social Cognitive Theory developed by Bandura:
An outcome expectancy is defined as a person's estimate that a given behavior
will lead to certain outcomes. An efficacy expectation is the conviction that

22

The concept of framing is explored further in Chapter 6.
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one can successfully execute the behavior required to produce the outcomes
(Bandura 1977, p 193).
Individuals may believe that a particular action will lead to a particular outcome, but
unless they are confident that they can perform that action, simply understanding
the connection between action and outcome will not influence a change in their
behaviour (Bandura 1977).

9.3.1 Beliefs about consequences
Beliefs about consequences generally involved consequences – usually benefits – for
residents. However, ‘consequences’ also referred to consequences for staff or
systems of work. For example, the belief that doing a pain assessment meant that
something would be done if the assessment identified a need for action. Another
example was the belief that implementation of end-of-life care pathways resulted in
care that was more structured:
Everything’s heaps more structured. It’s got a beginning and an end. It’s not just
coming to work and then things are drifting on. (46F)
When participants referred to beliefs about consequences it was generally framed in
terms of the positive influence of positive benefits, rather than the negative
influence of no benefit or negative benefits. For example, ‘they’re willing to try it as
long as it’s going to benefit them’ (19M), as opposed to saying that people were not
willing to try something new if it was believed to be of no benefit to staff or
residents.
In some cases the consequences were just a general sense that ‘something is
working’, without any detailed understanding of what that might be. One participant
referred to the importance of getting ‘wins on the board’ (29L). One manager
described how there had been an increased incidence of staff being assaulted by
residents, but that this had improved due to implementing behaviour-management
strategies that had ‘worked’, resulting in a situation where staff:
can come to work knowing that Joe Bloggs isn’t going to be aggressive today
because we’ve got strategies in place to meet those unmet needs. (32M)
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With behaviour management the critical issue regarding ‘beliefs about
consequences’ was being able to link particular needs with particular behaviours.
Some staff found it difficult to understand that behaviours of concern might be due
to unmet needs. This is illustrated in this comment where staff expressed the strong
view that this concept was at odds with everything they had been taught:
Some of them are quite feisty about saying ‘everything that you’re saying is
completely against what we’ve learnt and been taught’ and they were very
resistive to the concept of person-centred care … One of them made the statement
that, ‘Everything we’ve been taught’ – and I said ‘What have you been taught?’
and they’re trying to tell me that they’ve been taught that residents just have
behaviours. Like they cannot grasp the concept that it’s a message, they’re trying
to tell us something. (28F)
Instances of ‘seeing the benefits’ for residents acted as positive reinforcement that
actions were appropriate, establishing a link between actions and outcomes:
I think the key thing was they started seeing results. They started seeing changes.
(2F)
Within a week or two they could see positive impact, so that then reinforced [that]
what they were doing was right. (5L)
They're excited about it, they get really enthusiastic about it because they can see
that they're making a difference. (23L)
I’ve seen a huge change in the staff in [name of unit] ... It’s a much calmer
environment … Staff are starting to look at the concept of needs-driven behaviour.
What’s the unmet need here? How can we identify where [name of resident] is
coming from? What was important to her? What might be the trigger for this
behaviour so they can address it? And it’s quite outstanding, the changes that
have occurred down there. (24M)
Being able to ‘see’ benefits was a source of encouraging and prompting people to act,
across a diverse range of areas of practice and a diverse range of facilities. One
facility manager described how staff were ‘very proud of the fact that they can see
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the benefits’ (12M). Another participant recounted how staff saw a tangible benefit
for one resident, and
that was the best thing that we ever did because these people had been
completely reluctant up to that point in time about the whole benefit of the
project … it was like the light went on and they went ‘Oh I get it’; they could see
the benefit of doing assessment and management, working out a plan, involving
other members of the team. The doctor could see the benefit as well and things
went better from there. [emphasis added] (23L)
One participant from a lead organisation was very clear about how important it is
for facility staff to be able to see that what they are doing has beneficial
consequences:
I think that’s extremely important to them, and that’s the clincher. They’re more
willing to try it and try even in a different way – like they’ll try new things if they
know that that thing worked. I think that’s really, really important. [emphasis
added] (29L)
The comments above illustrate the importance of developing beliefs about
consequences, with comments such as ‘it was like the light went on’ and ‘that’s the
clincher’. For some people, changing their beliefs about the consequences of
particular actions was a real turning point in their approach to a new practice.
Seeing the benefits and understanding how actions can have certain consequences is
similar to what has been described as ‘observability’ in a study of clinical guideline
implementation in Canadian long-term care homes (Berta, Teare et al. 2010). The
finding is also consistent with other findings in the literature that indicate that if the
benefits of a new practice are ‘visible’ (Greenhalgh, Robert et al. 2004) or
demonstrable (Gustafson, Sainfort et al. 2003), then that practice will be adopted
more easily. It has been suggested that the rate of adoption of an innovation is
positively associated with its observability (Rogers 2003).

9.3.2 Beliefs about capabilities
In the chapter Learning by Connecting, evidence was presented about how learning,
doing and connecting make a contribution to facility staff developing a sense of
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identity, with identity defined in terms of ‘belonging’ and ‘commitment’. Closely
aligned to this, participants referred to greater belief by facility staff in their own
capabilities as exerting a positive influence. The most frequently used terms to
describe this were increased confidence and empowerment:
You could see them making changes that they felt empowered to actually do. (17L)
I think it’s empowering the next level of staff, and I think that’s bringing about the
change ... confidence has come out of the EBPRAC. And my confidence too, so go
for it. (30M)
I think the RNs, it probably confirms some of their clinical skills anyway. I think
ENs, it’s made them much more aware, and they’re more confident – a big
confidence boost to those two in particular. (44F)
Participants also mentioned ‘control’ and ‘competence’ when referring to beliefs
about capabilities and one facility manager (3M) described how the additional
knowledge that staff had gained from training and education was ‘very self-assuring’
that they could be more effective in their work. Beliefs about capabilities is one of 12
domains identified by a consensus of experts as useful for understanding the
implementation of evidence-based practice (Michie, Johnston et al. 2005). According
to Bandura, ‘unless people believe they can produce desired results and forestall
detrimental ones by their actions, they have little incentive to act or to persevere in
the face of difficulties’ (2001, p 10).
The concept of ownership was also identified as leading to greater capability to act,
with ownership of change arising from either education or involvement in decisionmaking:
They really took ownership and drove that and made it happen. (8L)
The whole thing about champions and teams and that sort of thing was to try and
embed it and create ownership by the facility staff themselves, and it worked.
(10L)
Three of the participants, who had worked with staff across a diverse range of
facilities (18 in total) in three very different areas of practice, were of the opinion
that facility staff had received ‘permission to act’ by working with people from
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outside their facility who were able to confirm that what they (the facility staff)
wanted to do was correct. As one of them commented:
We gave them the authority or the confirmation that their thoughts were right
and that’s when they all started to put it together that ‘I knew that if we did this,
this might happen’. So I remember that as a moment that gave them permission
to do what they thought they always should have been doing. (26L)
Another participant expressed the view that the use of end-of-life care pathways had
resulted in general practitioners and facility staff feeling they had more permission
to act. This was one area where research-based evidence appeared to be useful –
providing some form of permission or authority to do what people thought they
should have been doing already. Evidence supported pre-existing beliefs about
consequences and enhanced beliefs about capabilities.
Much of the data regarding beliefs about capabilities is indicative of self-efficacy, a
concept most closely associated with the work of Albert Bandura:
Perceived self-efficacy is concerned with judgments of how well one can
execute courses of action required to deal with prospective situations
(Bandura 1982, p 122).
Efficacy beliefs are the foundation of human agency (Bandura 2001, p 10).
Increasing self-efficacy increases the belief that acting in some way will result in a
successful outcome. Some of the data from participants working in facilities was
about themselves, but much of it pertained to the people they worked with. Whether
self-efficacy was an important factor could only have been fully determined by
asking those staff directly, but the data suggests that it was a factor, both in a
positive sense (more is better) but also when couched in terms of being afraid to do
something:
I know that people grow and are happy to grow. It’s when they’re afraid of
something that they won’t do it, and if you’re afraid at the most basic level, it’s
usually because you’re afraid that you’re not actually competent. So competency
is a grow-able kind of thing, I think, don’t you? (46F)
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One final comment from a participant with considerable expertise in the area of
practice, based on the experience of working with different facilities, reinforces the
point about the importance of being willing to – and having the confidence – to act:
Some of the facilities have taken the lead themselves, which is just fantastic, and it
really comes down to the clinical competence and enthusiasm of the individual
people in the facility … Some of the other facilities where the staff have been less
clinically – I don’t know if it’s competent, or, I don’t know, less confidence, in what
they’re doing … it really, to be honest, comes down to the individuals, clinicians.
You’ve got the same tools, they’ve had the same support, why is that some can do
it and some can’t? That’s the multi-million dollar question, isn’t it? It comes down
very much to clinical competence and personality. So if people really believe in
what it is they’re doing. (41L)
As referred to earlier when describing what participants had to say about a
willingness to act it was difficult to unbundle cause-and-effect relationships between
self-efficacy, beliefs about consequences and willingness to act.

9.4 CAPABILITY TO ACT
Capability was a feature of individuals, groups and facilities, but there was not a neat
separation between the three, primarily because group and organisational capability
in large measure depended on the collective capability of individuals. This section is
organised into distinct sub-sections, although with considerable overlap.

9.4.1 Individual knowledge, skills and learning
Participants identified some of the knowledge and skills required for Exercising
Agency: language skills in both English and the language of practice, the ability to use
certain tools and the ability to interact with colleagues. The nature of daily work
described by participants indicated that the various elements of Exercising Agency –
motivation, learning, beliefs about outcomes and the capability to act – relied heavily
on interaction with others. The participatory nature of learning, daily work and the
exercise of agency involved a wide variety of activities such as caring for a particular
resident, performing a particular task, asking questions to clarify new information
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and sharing experiences about a new practice. Much of this relied on good oral
communication skills.
Personal carers make up the majority of the workforce in residential aged care (64%
of the total in 2007, the most recent year for which data is available), of whom about
65% have a Certificate III in Aged Care, generally accepted as the base qualification
for the role (Martin and King 2008). The learning outcomes for Certificate III include
performance of a defined range of skilled operations, usually within a range of
broader related activities involving known routines, methods and procedures,
where some discretion and judgement is required in the selection of
equipment, services or contingency measures and within known time
constraints (Australian Qualifications Framework Advisory Board 2007, p 8).
It was uncertain to what extent personal carers may have worked outside these
parameters, but there were certainly suggestions that they did sometimes:
We’re expecting our Cert III workers to work well beyond that. So they are not
equipped and won’t be equipped with the knowledge and skills to problem-solve,
for example, it’s not part of that Certificate III level course. They don’t know
enough about clinical issues to be able to problem-solve when part of the problem
is that. (34L)
Some personal carers were educated to function as a facilitator, in part because of
the unavailability of registered nurses. Sometimes this did not work well because
the personal carers did not have the skills and knowledge to perform a facilitation
role, as indicated in this comment about which facilitators ‘worked best’:
I think the ones who worked better had more previous education. So I’m talking
about a diversional therapist or the registered nurses. So maybe just more of an
understanding about it. (28F)
Registered nurses were seen as the category of staff with the problem-solving and
decision-making skills required for the more complex elements of resident care,
explored further in the section on deciding to act (Section 9.6).
The model of change for one project relied on an external mentoring role, but when
it came time to identify facility staff with the knowledge and skills to take on such a
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role, it was not possible to find anyone suitable. The inability to find staff with
appropriate mentoring skills was part of a broader need to supplement the
knowledge and skills of staff working in facilities with expertise from outside. As
indicated in Learning by Connecting, this could be simply a ‘fresh set of eyes’ brought
to bear on a particular situation, or to facilitate reflection by facility staff. At other
times it was to provide specialist expertise not available within facilities.
Pharmacists performed an important role in some facilities, either to assist with the
implementation of a new practice or as part of the maintenance of existing practices:
Probably our biggest support is (the local pharmacist), who does our pharmacy
reviews ... he still drives it. It’s good to have him involved. (16F)
Other examples included dieticians to assist with improving nutrition, local clinics to
assist with wound management and local palliative care services to assist with
conducting case conferences for residents with a terminal illness. In some cases
there was limited success involving external expertise:
It’s clear that there are financial and structural barriers preventing those primary
health care professions from either wanting to or [being] able to service the
residential aged care populations. Of all of the things, I think that was one of the
least things that we were able to achieve. (10L)
The main issues arising from the use of outside expertise were recognising the need
in the first place and sustaining access to the expertise.
There were many examples where participants referred to events or experiences
where ‘making sense’ was important to the process of learning. It might be assumed
that the greater the level of existing knowledge, the more likely that something new
would ‘make sense’, but this was not apparent from what participants said. What
was important was that changes ‘made sense’, rather than previous knowledge. It is
important to note that just because something ‘makes sense’, this does not
necessarily mean that it has been understood. It may just be that a plausiblesounding story has been believed (Watts 2011).
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With that caveat, it was apparent that if a new practice ‘made sense’, this was an
important precursor to action:
If you can reach into people's psyche to give them the reasoning for how and why
that is being so much more helpful, because that's what their motivation is
anyway, I think that's key in them thinking about being different. (3M)
It worked pretty well. Had a bit of trouble initially actually grasping the concept ...
But once we were able to break them down into smaller issues and work on them,
it worked a lot better. (21M)
The carers, I think the carers, it sort of takes the hocus-pocus out of it … they
actually understand why the medications are used, what’s important. Now they
will come and say, ‘Hey look, we’re going to do [perform a care task for] this
person in 20 minutes, can you give them something now?’ They’re forwardthinking, they’re more holistic in their approach. (44F)
Once you put it down into simple terms and break it down, people actually find
that ‘oh, okay, well that actually makes sense’. And once they actually grasp that
in their own minds, then they were able to share that with the patient’s family.
And with other nursing staff, then, who maybe were a bit apprehensive about
changing the way they nurse too. (47L)
As defined at the beginning of this chapter and demonstrated in these comments,
‘acting’ was not just about doing physical tasks, but also about thinking differently
or, as illustrated in one of the comments, changing the way staff relate to residents’
families. Participants referred to situations where action did not take place because
insufficient learning had occurred. In the following example, the participant is
describing a situation where the management in some facilities were thwarting
effective action:
They really struggle. They nod at all the right places and say all the right things,
but at the end of the day I genuinely believe that they don’t have a particular
grasp of what we’re actually doing, and we’ve tried a number of ways to work
around that and work with it, and develop it more, but we’re running out of time.
(29L)
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9.4.2 Collective agency
The previous sections in this chapter have largely been about individuals. This
section is about collective agency, where people worked together to implement
changes in practice. Bandura referred to collective agency as ‘exercised through
socially coordinative and interdependent effort’ (2001, p 1). Collective agency is
similar to what Gronn, in the context of writing about distributed leadership, refers
to as conjoint agency, a situation where ‘agents synchronise their actions by having
regard to their own plans, those of their peers, and their sense of unit membership’
(Gronn 2002, p 431). The two central ideas are those of reciprocal influence and
synchronising actions. The comment by one participant about ‘coming together to
agree on a particular approach’ (34L) is a good illustration of collective agency.
People who were willing to act could influence others. One facility manager
described the ‘leadership and enthusiasm’ of her local facilitator as being ‘infectious’
(7M). Another participant described how people who were motivated ‘generated
interest from others’ who ‘wanted to know what they were enthusiastic and
motivated about’ (23L). One of the facilitators referred to this as a process of
osmosis:
When you’ve got a few staff, you only need your core staff that’s got that
enthusiasm about them, and it goes across. Osmosis. (6F)
Collective agency was usually expressed by talking about teamwork, illustrated in
the following examples about using the skills of more than one person, cooperating
together and involving people able to influence others:
[Name of facility] has a very good champion, but they’ve utilised the structure
within their own organisation so that she’s not just the only kettle on the go. So
they’ve used their team-oriented approach to things to help facilitate the work.
(29L)
The concept of team work, I suppose, once some individuals realise that you’re
cooperating together and it works better, that’s in itself saying ‘this does work’.
Rather than everybody having their own pockets, or ‘I’ve done my work, I can sit
back’. (39M)
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It is definitely about getting enough people of influence in a team. It is about
understanding your team, knowing you are going to have to have some quieter
ones that influence it, some louder ones that influence it. (48M)
Participants working in facilities spoke about the value of working with people from
the lead organisations who made them feel that they were ‘not standing alone’:
We’ve got direction, and some sort of systematic approach. We aren’t doing it in
isolation, which we were before. (30M)
So you're not standing alone. You're not trying to think, well, I need to develop a
process or a flow sheet for this. It's everybody getting the same information. So I
think that's been about the best process. (37F)
Another participant expressed the view that staff benefited from understanding that
they were ‘all in it together’ and realising that ‘it’s nice to know that it’s not just you’
(34L) when having difficulties caring for residents. In these various ways people
indicated what Bandura described as the key ingredient of collective agency:
‘people’s shared belief in their collective power to produce desired results’ (2001, p
14). This collective agency contributed to developing a sense of identity, as
described in the chapter Learning by Connecting (see Section 8.6).
In some instances it was difficult to involve registered nurses in collective activity,
usually attributed to staff mix (in particular, not enough registered nurses):
We had one RN to 40 residents here so the availability of the RN to attend was
quite minimal to the case conferencing and the mentoring sessions. Most of the
mentoring sessions were actually the AINs. (42M)
Most of the staff out there are personal care workers. So I’m lucky if I get a Div 1.
I’m lucky if I get a so-called professional-level person along ... there may be one in
the facility at a given time and they’re far too busy. They drift in and out. They’re
interested but they just don’t have the time. So the majority of people I get along
are enrolled nurses or personal care workers. (34L)
When the focus of activity was on work that fitted within the scope of practice of
personal carers, the lack of registered nurses was not so much of an issue. But when
it involved things like case conferencing and mentoring sessions, for example, it was
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more problematic. Such activities required registered nurses not only to be involved,
but also to take a lead role.
In her review of published studies of nursing work, Allen (2007) found that nursing
assistants23 whom nurses are responsible for supervising ‘appear to practice largely
unsupervised’, and that the literature ‘suggests a picture of nursing control at a
distance through the construction of bureaucratic rules designed to make support
staff disciplined, but which in practice produces rigid and inflexible behaviour’ (p
44). This ‘supervision from a distance’ was found in Australian research into nursing
practice within residential aged care, although the study was limited to one facility
(De Bellis 2006).
The difficulty in involving registered nurses in some activities did indicate a degree
of separation from the work of personal carers. The organisation of care seemed to
rely more on personal carers going to the registered nurses for help when they
identified a problem, rather than registered nurses supervising personal carers. As
one registered nurse described it:
I think at every level in aged care, especially when you’re into my area of clinical
nurse, all you do is spot fires, that is what you are – crisis management. (44F)
One participant referred to working with personal carers who were ‘making it up as
they go along’ but who did not ‘ever seek advice from a registered nurse’ (23L).
Another participant referred to registered nurses as being
just consumed by management issues. There’s no clinical leadership and there isn’t
anybody qualified to give that clinical leadership. (34L)
The one notable exception to this situation occurred in a few facilities run by public
health services that either had no personal carers on staff, or only a small number.
The staff mix consisted almost entirely of registered and enrolled nurses.
There were some instances of using documentation to facilitate supervision and
accountability of personal carers by getting them to either ‘tick off’ or initial that
they had provided the care. Examples of practices monitored in this way included
23

The term ‘nursing assistant’ used in the Allen (2007) paper is equivalent to the term

‘personal carers’ used in this study.
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taking residents for a walk, providing oral care, providing nutrition supplements
and providing care in accordance with an end-of-life care pathway. When the use of
checklists was referred to it was usually in a positive way:
For the RNs it gives them confidence. They say that when they’re not around,
which is a lot of the time, that the care workers have a very clear checklist of
things that they should look for, for somebody that’s dying, particularly the
physical checklist. People have to sign or tick that they’ve actually gone to the
resident and actually looked at those things. (41L)
The general feedback has been really good. Because there’s little tick boxes that
the staff have to tick to make sure that things are done, it gets the staff really
involved. (45F)
The importance of collective agency was best demonstrated by some instances
where it was not achieved across different shifts (morning evening and night):
The evening shifts – we have less compliance ... they just won’t do it. (11F)
That group is not really good at influencing other shifts and other groups within
the night staff and the evening staff. They’re very disparate. Most stuff happens
during the day … It’s really difficult and it’s one of the things that is really stuffing
it up. (34L)
This is consistent with findings from elsewhere about involving staff at all levels and
ensuring effective communication across organisational boundaries (Greenhalgh,
Robert et al. 2004).

9.4.3 Organisational capability
Resources
Facilities were described as busy places, with not enough time to do what needs to
be done. The main issues raised by participants regarding organisational capability
concerned resources, documentation systems and accreditation. As referred to in
the chapter Reconciling Competing Priorities (sections 7.3 and 7.4), the capacity to
change was quite limited, with participants referring to the need to implement
change in small, incremental steps.
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The issue of resource availability was raised by participants across all areas of
practice in a way that was generally consistent with what can be found in the
literature: allocate sufficient money, time and personnel (Gustafson, Sainfort et al.
2003); ensure the availability of financial, organisational and human resources
(Fixsen, Naoom et al. 2005); provide appropriate infrastructure and resources
(Dopson, FitzGerald et al. 2002); and provide dedicated and ongoing funding for
implementation (Greenhalgh, Robert et al. 2004). Lack of resources has been
identified as a potential barrier to the use of evidence in residential aged care (Black
and Haralambous 2005; McConigley, Toye et al. 2008). It is interesting to note that
these findings from the literature relate to resources for implementing new
practices. All except five facilities received payments for participating, ranging from
less than $1,000 to about $35,000. The main reason for these payments was to
recompense facilities for the cost of staff time to attend education, work as local
facilitators and participate in other project-related activities.24
Lack of staff involved not just numbers of staff but the mix of staff, primarily the lack
of registered nurses, and aligning new practices with staff roles and responsibilities.
As indicated in Section 8.6, personal carers were perceived as valuing the
opportunity to make a worthwhile contribution to the care of residents, but there
were also instances where personal carers saw a new practice (such as assessment
of pain) as being outside their role. A small number of participants reported their
experiences of working with registered nurses who believed that behaviour
management was not part of their role. There was no consistency on this point in
terms of category of staff: something that was not seen as part of the role of a
particular category of staff in one facility was seen as part of their role in another
facility. Differences even occurred within the same facility, as in this comment on the
use of a resident assessment tool by personal carers:
Some of them have taken that on board because they can see now the reward …
using the strategies that I’ve taught them that they can make a difference and
they don’t necessarily – they can actually manage the resident quite well. But
there are certainly some staff there that really don’t think it’s their job role, and
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The data on funding provided to facilities was obtained as part of the economic evaluation

of the EBPRAC program.
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like it’s the role of the registered nurse, and don’t feel that they have any role in
taking on anything else, so there are still a few. (13F)
The issue of how staff perceived their roles and responsibilities was linked to how
they ‘framed’ the care of residents, explored as part of the chapter about the core
category (see Section 6.4).
Much of the education and training was targeted at personal carers rather than
nursing staff, due in part to the perceived unavailability of nurses, particularly
registered nurses. The lack of registered nurses was also an issue when it came to
implementation. For example, one facilitator was concerned that a new tool for
assessing resident needs, which had to be done by registered nurses, would not get
done consistently no matter ‘how many times you rant and rave at RNs’ (2F)
because the ratio of registered nurses to residents was too low.
Existing systems
Participants mentioned some difficulties integrating new tools (e.g. assessment
tools, care-planning tools) into existing systems of documentation. In the short term,
local solutions were developed to ‘work around’ this problem so that action could
take place, but this resulted in concerns about the ability to sustain such changes.
The main issues arose when documentation systems were electronic and/or part of
a larger corporate system used by a chain of facilities, a situation that can create
additional work:
A number of the facilities that we worked in had a larger organisation with
multiple facilities and it’s a major thing for them to adopt a new tool, whatever it
might be, because it’s got to be rolled across every facility and they had no money
to change all the tools at all the other facilities. (10L)
Participants referred to staff responding positively to the use of end-of-life care
pathways. One of the reasons for this was the fact that it was a new tool that was not
integrated into existing systems, allowing flexibility in its use not available for other
tools:
The end-of-life care pathway is its own care plan, but it’s time-limited. You only
use it for a very short period of time so it becomes, it’s a feature document
because it’s time-limited. So when somebody’s on it, it’s a real flag to the staff
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that, gosh, there’s something going on here because we’ve got this specific
document. But if that was an ordinary document integrated into their other care
plans, then nobody would look at it, nobody would use it. (41L)
The last sentence of this quote, in which the opinion is expressed that if the pathway
were integrated into existing systems it would not be used, is particularly
illuminating. Because of the way it was used (e.g. at the bedside, at handovers) an
end-of-life care pathway was difficult to integrate with existing systems but easier to
use than if it had been integrated. In effect, the end-of-life care pathways became a
substitute for existing care plans:
When the end-of-life care pathway comes in, that is the plan of care, so all the rest
of the documentation is invalid really. (49M)
The importance of compatibility with existing systems is well-illustrated by the
following comment which is based on the experience of one participant working in a
situation where that compatibility was not present:
If the systems are there and you go in and teach the champions to do something
different and start to do something different, but all their systems are geared up
towards them doing it the other way, they don’t stand a chance. So to actually get
the systems to support what you want them to do, and to be flexible enough to do
that, I think it’s a big issue. (26L)
There were considerable variations in the facilities as organisations, including
variations in size (from less than 50 beds to several hundred beds), business model
(profit/non-profit), ownership (part of the public health system, non-government
sector or private sector) and corporate structure (from single facilities run by the
owner through to large corporations with many facilities). There were no
discernible patterns in terms of how these variables influenced organisational
capability. However, there were a small number of facilities, all perceived by their
respective lead organisations to have done well in terms of implementing changes in
practices, that shared two common elements – strong local leadership and a high
degree of local autonomy.
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9.5 DISTRIBUTED LEADERSHIP
Distributed leadership is a form of collective agency, but is included as a separate
section in recognition of its importance. Leadership, in whatever its form, can also
be conceptualised as an important part of organisational capability, particularly the
ability to mobilise resources.
Participants recognised the key role that managers played in providing support for
implementation:
If they don’t have supportive management at any level, it’s a dead duck in the
water. (33L)
Leadership came from many sources, including facility managers, facilitators, quality
managers, registered nurses, enrolled nurses, personal carers and allied health staff,
some in formal positions, others with no formal role. This is consistent with
research in the UK National Health Service, where sites that were most effective in
improving clinical services ‘demonstrated a dispersed leadership of change’
characterised by active involvement of staff from diverse backgrounds at different
levels of the organisation (Fitzgerald, Lilley et al. 2006, p 174). According to
participants, what was important was that there was more than one leader:
My deputy and a small core group of people stepped up and led the change. (7M)
We wanted to have more than one champion, because if you want to sustain
something, you’ve got to have an ability that there’s a core to carry it on. (30M)
In this context the distinction between ‘headship’ and ‘leadership’ is a useful one,
with headship denoting authority and the exercise of authority by a senior figure,
whereas leadership denotes influence (Gronn 2000). The ability to influence is one
of the key distinctions between leadership and management, which is more about
planning, organisation and control (Millward and Bryan 2005).
According to participants it was preferable if the ability to influence events was
dispersed throughout a facility. Caldwell refers to ‘agential dispersal’ as:
the process of distributing agency throughout organizations. In principle, it is
a form of empowerment and ‘distributed leadership’ designed to create or
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institutionalize a wider organizational base or network of support for change
(Caldwell 2005, p 97).
Although participants did not use the term ‘distributed leadership’, the concept was
apparent in the way they recounted the events and experiences of implementation.
Distributed leadership is similar to concepts such as ‘shared leadership’, ‘collective
leadership’ and ‘collaborative leadership’, all of which have in common the idea that
leadership is a social process involving more than one person (Bolden 2011).
Distributed leadership has risen to prominence in the last 10 years, with the work of
Gronn (2000; 2002) acting as a particular catalyst, but the research has been largely
restricted to school education, particularly in the UK. Within nursing and medicine
the term ‘shared leadership’ has been used rather than distributed leadership
(Bolden 2011). In their study in primary health care, Chreim et al. (2010) equated
distributed leadership with collective leadership. Others have equated distributed
leadership with dispersed leadership, and suggested that organisational change may
be more likely to occur in health care if there is a ‘leadership constellation’ (Hartley,
Martin et al. 2008).
A recent review of the literature on distributed leadership has sounded a cautionary
note, describing distributed leadership as ‘an aspiration for the way leadership is
configured’ and ‘a conception of leadership that requires unpacking’, with the risk of
‘replacing one longstanding pattern in leadership, focused on individualism, with a
polar opposite’ (Currie and Lockett 2011, p 12). There has been limited research
into how distributed leadership is ‘enacted on the ground’ (Currie and Lockett 2011,
p 2).
Participants spoke of the qualities that leaders should have, rather than the need for
leadership to come from a particular position:
You need good leadership, people who can turn that negative stuff around and
give good argument for why change is really necessary, it's not really a choice. It's
the way they communicate. (3M)
[Names of two personal carers] are really leaders in their areas, and people
listened to them, and it was a way to get information across without being bossy
or ‘stand-over-y’ or anything like that. It was hey, you know this? (21M)
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We found that we had two Division 2 nurses who have great leadership and
respect amongst the staff and are able to bring about change in a nonconfrontational way. (30M)
These comments highlight the importance of being able to influence what goes on by
turning ‘negative stuff around’ and being respected as someone worth listening to.
Facilitators performed various roles with various names (champion, link nurse,
resource person), ranging from relatively passive roles focused on transmission of
information through to more active change agents. Greenhalgh et al. (2004) found
that there was little empirical evidence on how best to identify organisational
champions and harness their enthusiasm, and argued that the role should not be
considered in isolation from its context. Despite these findings, participants did
identify attributes of facilitators that they thought were important, including being
motivated and respected by other staff:
There’s no point putting someone into a champion role who is a bit lukewarm. You
need to have someone who’s excited, keen to be driving the project. You need to
have someone who’s got some intelligence. You need to have someone who’s got
some good facility knowledge and knows the staff they’re working with and knows
the things that will work and the things that won’t. (1M)
Where they’ve made a good choice and they’ve empowered them, it’s worked
really well … they just have to be somebody who is respected in the organisation,
who their peers will listen to and who has a good communication skill. (29L)
This person was highly motivated, highly engaging, well-liked, respected … she
spent a lot of time helping out other staff do other things, which really helped
build a collegial relationship which meant that people would try to travel further
for her, in whatever she was asking [them] to do. (10L)
In addition to their personal attributes, it was important that facilitators be
adequately supported:
I think if I was on my own and I didn’t have other key people taking ownership of
the thing and working with me and given responsibility … the staff would have just
simply ignored it and it would [not] have got done, or they would have sabotaged
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it, or they would have then turned around, I think, and probably put a brick wall
up. (2F)
Winbolt, in her study of gerontic nursing, identified the importance of managers
being visible and ‘in touch’ with those in clinical roles (Winbolt 2008, p 210). This
was reflected in comments about the need for those in some form of leadership role
needing to ‘be there’:
It’s about capturing the moment, whenever that moment is. (31F)
I think it's basically education and being there and getting them to work as a
team. (37F)
What came through from the interviews was the importance of having leaders with
a wide range of skills, including excellent interpersonal skills. In a review of the
literature on the links between staffing and quality of care for residents, Murphy
(2006) found that the following managerial factors were associated with improved
outcomes for residents:


Open communication.



Opportunities for input and participation in care decisions.



Relationship-oriented leadership.



Clearly defined work processes.



Fair supervision.



Opportunities for training and career mobility for care aides (Murphy 2006).

These findings have close similarities to the opinions of participants regarding
leadership

qualities,

particularly

open

communication,

participation

and

relationship-oriented leadership.
The importance of leadership has been described in various ways in the health care
literature, including the need for leadership at all levels (Ferlie and Shortell 2001;
Davies, Edwards et al. 2006) and leadership that is strong and visible (Walter,
Nutley et al. 2003). These findings from the literature are generally consistent with
the findings from this study, but some caution is needed. The majority of clinical
service managers working in residential aged care have a nursing background.
Theoretical models in the nursing literature recognise the role of leadership, but ‘it
is not a central concept’ (Gifford, Davies et al. 2007, p 142). There is limited evidence
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for identifying specific factors that might increase the effectiveness of nursing
leadership (Cummings, Lee et al. 2008), and a recent literature review indicated that
nursing leadership should not be studied in isolation from its environment
(Sandstrom, Borglin et al. 2011). Based on his recent review of the literature on the
role of leadership in quality improvement, Øvretveit (2010) suggested that a
collective approach to leadership may be successful, but did not find ‘evidence
strong enough to formulate evidence-based actions for different nurse leaders’ (p
492). Research in Scotland (in acute medical/surgical care) found that nurse
managers had a relatively passive role in the implementation of evidence-based
practice (Wilkinson, Nutley et al. 2011).

9.6 DECIDING TO ACT
Many of the changes in practice required uptake by many staff, and therefore relied
on frequent, small-scale decisions. Although many changes in practice appeared
quite minor when considered in isolation, the changes took place in an environment
typified by complexity and change (see Section 7.3).
Reconciling Competing Priorities involved various strategies, including changing the
way care was framed, using informal gatherings to talk about competing priorities,
using forums such as case conferences, trying out a proposed new practice to see
how it might work and incorporating a new practice into a set routine or at a
designated point in time. All involved decision-making by many different people,
from managers to those providing direct care to residents. Decision-making was
supported by interaction between staff – conversing, reviewing, reflecting, trying
out – indicating that there needed to be a degree of common ground between those
involved in the decision-making.
Participants described a situation where it was not usually possible to separate
decisions about new practices from decisions about the overall care of residents.
The people regarded by participants as best placed to apply decision-making skills
were registered nurses:
They’re the only people who have the level of education and training to be able to
put the jigsaw puzzle together, to be able to think critically and analytically about
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what they’re seeing and what staff are telling them and help staff through that
process so that they own it. (34L)
Many participants indicated that there were insufficient numbers of registered
nurses, with insufficient time, which made it difficult for them to put the ‘jigsaw
puzzle together’. Decision-making often required time for reflection, but the busy
nature of daily practice made this difficult. Personal carers, who constitute the
majority of staff working in residential aged care, have limited educational
grounding in either clinical care or a broader conceptualisation of resident needs to
put the pieces together.
There was an element of being risk-averse in the way participants described some of
the decision-making that occurred. One example involved a situation where staff had
a choice of what to implement and chose to do what, as one participant described it,
was ‘doable’ rather than what might have resulted in the biggest improvement.
Another participant described selecting something that would easily get results:
I’m sure they chose projects that they thought they could easily get a result from.
(7M)
Another example was the decision not to follow a recommended practice because ‘it
would be too hard to track’ (4L).
Although there can be considerable value in routines, in part because routines can
economise on the need for decision-making (Becker 2004), there were instances
where adhering to a routine appeared to be used to avoid making decisions. The
example has already been given (in Section 7.5) where facility staff preferred to
continue doing daily, rather than less frequent, wound dressings because of concern
that if a dressing was not changed daily it would ‘slip through the gaps’. This was
part of a larger picture where participants recounted how staff working in
residential aged care can have a fear of ‘getting into trouble’:
They're always very aware that they don’t want to do the wrong thing to get
themselves in trouble, get the facility into trouble. (51L)
They’re worried about families coming in, seeing people not ready or they’re
worried about getting in trouble because someone hasn’t had breakfast yet, things
like that, which is what they create themselves. (28F)
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This has some similarities to the way in which evidence and support from people
outside facilities provided the ‘permission’ to do what facility staff thought they
should have been doing already (see Section 9.3.2). Decision-making was linked to
self-efficacy, most notably in decisions about whether or not to commence residents
on end-of-life care pathways:
They immediately thought that reflected on their ability to make that decision to
start … whereas your competent ones didn’t but probably the more timid RNs did,
the not-so-confident. (51L)
How do you decide? Well I think that first of all you have to have people who are
clinically competent and are proven to be so. (46F)
The main issue about starting a resident on an end-of-life care pathway was that the
decision might have to be reversed if the resident’s condition improved. The
decision to start a pathway required the confidence to make that decision.

9.7 SUMMARY
The mechanism Exercising Agency encompassed willingness to act, beliefs about
outcomes, capability to act and the decision to act. The mechanism operated
individually, collectively and organisationally.
The contents of this chapter are presented sequentially, but that does not do justice
to the iterative nature of what took place. Although that applies to all the findings, it
is particularly the case with the findings about Exercising Agency. For example, a
willingness to act might precede action but the act of doing something might also
influence a willingness to act. Exercising Agency brings together elements of the
mechanisms Learning by Connecting and Reconciling Competing Priorities; for
example, the close association between learning and doing. Learning could be
followed by doing, and the act of doing could result in learning. It was not possible to
fully unravel the complexities of these interactions given the research methodology
employed.
The concept of Exercising Agency is consistent with a Canadian study in long-term
care (the Canadian equivalent of residential aged care) that found that ‘in essence,
the application of complex knowledge requires the will (capacity), the way (people
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and process), and the wherewithal (the means)’ (Berta, Teare et al. 2010, p 1333).
Bandura has expressed something similar:
Expectation alone will not produce desired performance if the component
capabilities are lacking. Moreover, there are many things that people can do
with certainty of success that they do not perform because they have no
incentives to do so (1977, p 194).
Individuals may have possessed the necessary skills and knowledge, learnt all there
was to know about a proposed change and been able to reconcile the priorities
facing them on a particular day, but they still had a choice about whether they would
act or not.
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CHAPTER 10

SUMMARY OF FINDINGS

10.1 INTRODUCTION
The findings present an interesting picture of simplicity and complexity (Section
7.3), with facilities exhibiting features of complex adaptive systems, particularly in
that the experience of implementation was unique to each facility, social
relationships were crucial, the evidence had to fit local conditions and
implementation was very much a case of ‘learn and adapt as you go’.
Implementation took place in an environment subject to constant change.
The changes to resident care took the form of lots of small changes, many of which
refined or reinforced what was already in place, and it was difficult to identify or
quantify what had actually changed. Many of the changes required uptake by many
staff, across all shifts, largely taking place in one-to-one interactions between staff
and residents. This chapter briefly summarises the findings

10.2 MECHANISMS
Social interaction was a feature of all four mechanisms, in the form of ‘common
ground’ (which provided the basis for equality of interaction), as a means of
reconciling competing priorities, as a process of learning and in the form of
distributed leadership and collective agency. Despite the extensive documentation
within residential aged care, the primary means of communication was very much
one of oral communication.
Participants described a situation where new practices had to compete with an
existing set of constantly shifting priorities. The mechanism by which this took place
was conceptualised as Reconciling Competing Priorities, an ongoing mechanism that
underpinned whether new practices became routine or not. Certain things that must
be done each day always attracted a high priority, but beyond that things became
much less clear. To introduce something new was made easier if a common ground
had been established and learning had taken place.
Participants described learning as a creative process, rather than simply the
transmission of information from one person to another. At the core of creating
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knowledge was Learning by Connecting, whereby people were able to make
connections in various ways, including connecting new knowledge with existing
practice, connecting new knowledge to what was already known and making
connections between actions and outcomes.
Learning by Connecting was strengthened by a common ground for learning, with
the concept On Common Ground providing some indications for what constituted an
appropriate forum for learning: it should involve a language that people understand,
it might involve the use of a particular tool, staff should feel emotionally 'safe' and
interaction should occur. In turn, as learning took place (e.g. connecting new
knowledge with existing practice), it helped to build common ground.
Exercising Agency was the human dimension of change that made things happen.
Exercising Agency was not just about individuals; it also included organisational
capability and collective agency, where individuals came together to act collectively.
On Common Ground established the basis for collective agency: the use of a common
language and set of tools, with some commonalities around how care and changes to
care were framed. Collective agency included the influence of peers, with people
valuing someone they saw as ‘one of their own’. Whether existing systems, including
the systems of accreditation and funding, helped or hindered the introduction of
new practices is an issue of organisational capability, but can also be framed in
terms of the extent to which there was a common language between what was new
and the systems already in place.
There was an underlying sense that to bring about change within residential aged
care all four mechanisms were necessary, but none was in itself sufficient to effect
and sustain change. It is difficult to represent this diagrammatically given the
number of relationships identified in the findings but Figure 10-1 seeks to do so
schematically by indicating that the core category and other mechanisms fit
together, with each ‘in contact’ with the other and each in a position to support and
influence the other, with a common ground providing the foundation.
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Exercising Agency
Willingness to act, beliefs, capability to act, deciding to act

Learning by Connecting

Reconciling Competing
Priorities

Connecting new knowledge
with existing practice and

Routines and competing

knowledge, connecting

priorities, strategies for

outside the square,

reconciling competing

connecting actions to

priorities

outcomes

On Common Ground
Conversing about practice, a common language, common framing of care, common framing of
change, homophily
Figure 10-1

Cumulative effect of the four mechanisms
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Table 10-1 summarises the main ways in which the core category influenced the
other mechanisms, reading across the rows in the table. For example, common
ground facilitated learning and established the basis for collective agency.
Table 10-1

Relationships between core category and other mechanisms

Aspect of core
category: On
Common Ground

Other mechanisms
Learning by
Connecting

Reconciling
Competing
Priorities

Exercising Agency

Common ground …

 facilitated learning
 helped to develop
a sense of identity

 underpinned the
process by which
people sought to
incorporate new
practices into
facilities’ daily life

 established the
basis for collective
agency
 provided a basis
for distributed
leadership
 provided a basis
for decisionmaking

Conversing about
practice …

 was an important
form of learning

 was a means of
deciding what to
do

A common language
(English, language of
practice, a set of
tools) …

 promoted learning
by connecting

 was an avenue for
working out how
to incorporate a
new practice into
daily work
 was a way of
talking about
competing
priorities and
how to reconcile
priorities
 facilitated the
reconciling of
competing
priorities

The framing of care
…

 could inhibit
learning (e.g. the
ability to connect
the ‘parts’ of care
with a more
holistic
perspective)

 influenced what
was seen as
important and
not important

 influenced what
staff were
prepared to do
 influenced
resistance to
change

The framing of
change (changes
made sense and
would work) …

 influenced
learning

 influenced the
priority given to
the change in
practice

 influenced
willingness to act
 influenced beliefs
about
consequences

 influenced the
exercise of agency,
individually and
collectively

The content and structure of the table does not do justice to the iterative nature of
some of the relationships. For example, the framing of care was influenced by the
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ability to ‘see’ the benefits of change (part of the mechanism Learning by Connecting)
and understand how actions can have certain consequences (part of the mechanism
Exercising Agency). In translating the relationships between the core category and
the other three mechanisms to the written word, the impression can be conveyed
that the relationships were quite formulaic, but this was not the case. The process of
change did not follow a simple mathematical formula, such as A + B = C, or if A, then
B, then C. In complex adaptive systems the outcomes are unpredictable and small
changes can have large effects (Plsek 2001).
In addition to the relationships between the mechanism On Common Ground and the
other three mechanisms, there were also links between all other combinations of
mechanisms, described in the relevant chapters and summarised in Figure 10-2.

Relationships between
Learning by Connecting
and
Reconciling Competing
Priorities

•Learning could lead to greater confidence to 'try
things out', one of the strategies for Reconciling
Competing Priorities
•Learning could influence the way care was framed,
which, in turn, influenced what was seen as
important

Relationships between
Learning by Connecting
and
Exercising Agency

•Close association between learning and doing
•Learning by Connecting closely associated with
beliefs about consequences (part of Exercising
Agency)
•Willingness to act influenced by learning
•Learning contributed to a sense of identity, which
influenced beliefs about capability to act
•Collective agency contributed to developing a sense
of identify

Relationships between
Reconciling Competing
Priorities
and
Exercising Agency

•Reconciling Competing Priorities influenced by
organisational capability, particularly time available
•Reconciling Competing Priorities involves decisionmaking (part of Exercising Agency)
•Resistance to change because of inability to reconcile
competing priorities (new practice seen as something
‘extra’)

Figure 10-2

Relationships between mechanisms

In Section 9.2 the point was made that there was no pattern whereby it could be said
that doing one thing automatically increased the willingness to act. The same
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principle applies to the relationships referred to in Figure 10-2. For example, if a
new practice was seen as something ‘extra’ it could result in resistance to change,
but that was not always the case. Similarly, it could not be said, based on the
findings, that there was a linear relationship between learning and greater
confidence to ‘try things out’. The relationships described by participants were more
subtle than that and contingent upon other relationships.
For example, beliefs about consequences, a component of Exercising Agency, were
closely associated with Learning by Connecting. People developed beliefs about the
links between actions and outcomes as a result of learning, but beliefs about
consequences could also result from something else, such as being told by someone
else that if you do 'this' then 'that' will follow. Learning by Connecting provided the
rationale for change to take place, but changes in staff behaviour or practice did not
automatically follow the process of learning. Likewise, a belief about consequences
did not necessarily result in deciding to act, but was often a precursor to action.

10.3 SUMMARY
The results include a core category, On Common Ground, which links with three
other mechanisms (Reconciling Competing Priorities, Learning by Connecting and
Exercising Agency) and provides the greatest understanding of the data. This chapter
has summarised the relationships among all four mechanisms. The results indicate
that implementing changes in practice did not result from a simple set of causal links
whereby one event or process was followed by another, which was followed by
another until a change had become routine practice. The various relationships
between the mechanisms were more subtle than that, best described as ‘patterns of
association’ (Pettigrew, Ferlie et al. 1992).
The next chapter links the findings with what is known already from the literature
and discusses the findings with reference to certain aspects of residential aged care,
particularly the regulation and workforce issues which characterise the industry.
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CHAPTER 11

DISCUSSION

11.1 INTRODUCTION
This chapter reflects on the research methods and discusses the findings with
regard to the study context and the findings of others. The research methods were
applied within a framework established by a particular model of change (Pettigrew
1985), grounded theory and critical realism. This chapter briefly considers the use
of all three, as well as discussing the strengths and limitations of the research
methods. The findings are discussed with reference to the context of residential
aged care, including regulation and the configuration of the workforce. Discussion
also includes consideration of how this study links with current research and
knowledge, structured in terms of the literature review: evidence-based practice
and the nature of evidence, levels of change, the concept of implementation and
existing conceptual frameworks.

11.2 RESEARCH METHODS
11.2.1 Reflections on methodology
Critical realism combines an ontological view that there is a ‘real’ world which exists
independently of perceptions of that reality, and an epistemology which recognises
that understanding reality is constructed from the perspective of the researcher.
From a critical realist perspective, research findings are fallible and represent an
approximate or partial representation of reality (see Maxwell (2012) and Section
3.2). The notion of fallibility is important to remember when considering the
conclusions arising from the study (Section 12.2) and the significance of the findings
(Section 12.3).
As was argued in the literature review, there are a plethora of theories that are
potentially useful in understanding the implementation of evidence-based practice.
However, there is a general lack of empirical evidence to support many of the
theories and developing theory inductively from practice is scarce (Rycroft-Malone
2007). It was this assessment of the literature which largely drove the initial
decision to take an inductive approach which focused on the perspectives of key
players in a major process of change, rather than testing an existing theory. After
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careful consideration, it was decided to base the research methods on grounded
theory as this offered a rigorous approach well-suited to answering the research
question.
Existing conceptual frameworks were used to help frame the study, specifically
Pettigrew’s work regarding the context of change, the process of change, and the
content of change (Section 2.2.6) and, just prior to data collection commencing, the
review of implementation theories by Damschroder et al. (2009). Other
methodological options such as case-study research, focus groups and staff surveys
were not considered appropriate within the context of the EBPRAC program
(Section 4.1).
At the beginning of the study the judgement was made that there were unlikely to be
common outcomes across the EBPRAC program, a judgement that proved to be
correct given the findings of the evaluation (Section 11.5) and the nature of the
changes identified by participants in this study i.e. the changes in practice were
relatively small-scale and not conducive to measurement (Section 7.2). This resulted
in a decision not to use a methodology such as the realistic evaluation developed by
Pawson and Tilley (1997) that relies on linking mechanisms with outcomes.
This resulted in a somewhat eclectic and pragmatic approach which combined
critical realism and grounded theory, informed by existing conceptual frameworks.
The rationale for this approach has been justified in sections of the thesis on critical
realism (sections 3.1, 3.2 and 3.3.2), grounded theory (sections 3.3.1 and 3.3.2) and
existing conceptual frameworks (Section 2.2). In retrospect, the philosophical
underpinnings of the research (Chapter 3) and the research methods (Chapter 4)
seem reasonable, particularly given the dearth of research in residential aged care
regarding the implementation of evidence-based practice. Recent publications have
supported the use of grounded theory from a critical realist perspective (Kempster
and Parry 2011; Oliver 2012) and the use of critical realism in qualitative research
more broadly (Maxwell 2012).
The epistemological position of critical realism, with the researcher seeking to
achieve a researcher-participant relationship that sat between the objectivity of
positivism and the subjectivity of relativism, was useful in balancing the twin roles
of researcher and evaluator. The willingness of participants to talk openly about
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implementation, including some very frank responses that did not always reflect
well on participants, their organisations or the projects they had been involved in,
suggest that steps taken to address the issue of reactivity (Section 4.4.4) may have
had some effect. Although 14 of the participants were known to the researcher prior
to interviews taking place, this arose because of joint involvement in the EBPRAC
program rather than anything more longstanding. There is no reason to believe that
these prior relationships had any adverse impact on the quality of the data collected.
Critical realism proved to be particularly useful during data analysis by constantly
prompting the question: given what happened, and the experiences of those
involved, what are the underlying mechanisms that explain what is going on here
(i.e. in the domain of the real)? As Oliver (who has proposed critical realist grounded
theory) has said, the aim during data analysis was to ‘search for the account that
comes closest to approximating and explaining what is real’ (Oliver 2012, p 374).
As pointed out in Chapter 3, grounded theory is an appropriate methodology when
the aim is to explain what is happening rather than to test an existing theory.
Grounded theory was a rather daunting methodology at first, in part because of its
many different ‘schools’ and the partisan nature of much of the debate between
proponents of each school. After much thought, it was decided to focus on the
common elements of grounded theory – concurrent data collection and data
analysis, constant comparison, memo writing, theoretical sampling, data saturation
– rather than the approach of a particular school. This approach was in keeping with
the opinions of those (including the originators of grounded theory) who argue for
flexibility in the use of grounded theory.
The initial and intermediate levels of coding were time-consuming, and at times
quite challenging. The most daunting aspect of the methodology, though, was
moving from determining a set of intermediate codes (largely structured according
to Pettigrew’s model) towards identifying and refining, firstly the core category (the
mechanism On Common Ground) and then the other three mechanisms. As described
in Section 4.5.3, this involved many months of constant comparison, memo writing
and use of a whiteboard. Analysis started with the first interview (September 2009)
and continued largely unabated until initial drafts of the four chapters of results had
been completed (August 2011). Grounded theory provided the means for making
this happen, but the ability to conceptualise, which Glaser believes lies at the core of
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grounded theory, is a cognitive process. Glazer argues that ‘if the researcher can
conceptualize, then he or she will trust to emergence of a theory. It's part of their
vision and realization that concepts will emerge’ (2002, p 28). The ‘lower level’
concepts did emerge, and in some cases did so quite early in data collection (e.g. the
concept of ‘making sense’), but other concepts required more time and effort.
Pettigrew’s conceptualisation of change in terms of context, content and process
assisted progress from a list of initial codes towards the mechanisms that comprised
the study findings. As coding progressed to a more abstract level, the
context/content/process model proved less useful and it ceased to be used;
however, that does not detract from its value in the early stages of the study,
particularly in providing a framework for intermediate coding (Section 4.5.3). In her
study using the same model, Wilkinson (2008) found that it was difficult to portray
complex interactions between context, content and process and attribute some data
to context, content or process. That also proved to be the case in this study, and
contributed to use of the model being discontinued. The other difficulty identified by
Wilkinson, using the context/content/process model to write up the results, was
avoided by ceasing to use the model prior to the write-up stage.

11.2.2 Study strengths
As identified in the literature review (Section 2.5.3), studies undertaken in Australia
focusing on evidence-based practice in residential aged care have been limited,
generally conducted over short time frames, in small numbers of facilities, in one
area of practice. There has been very little research into the process and context of
change. In contrast, this study was embedded within the largest program
undertaken in Australia to implement evidence in residential aged care; this
provided a unique opportunity for research involving participants with experience
of implementation in a large (87 facilities) and diverse range of facilities.
Participants had a long period of involvement in implementation (an average of 10.8
months at time of interview), in areas of practice ranging from those that were quite
targeted (e.g. pain management, wound management) to those that were more
wide-ranging (e.g. behaviour management). Facility-based participants had spent an
average of 12.5 years working in residential aged care, with an average of almost
eight years in their current position. All participants were well-placed to provide
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meaningful insights into the process of change and the context within which
implementation was taking place, from three different perspectives: those of
managers, facilitators and members of the lead organisations.
The research was framed by a particular paradigm (critical realism), using a wellestablished methodology (grounded theory) (Chapter 3) and informed by a wellrecognised conceptual framework (context, content and process of change) (Section
2.2.6). The trustworthiness of the findings was established by an extensive range of
techniques. Theoretical sensitivity to the data was enhanced by the previous
experience of the researcher as a nurse and manager, together with involvement in
the EBPRAC program, which resulted in access to documentation produced by each
project and engagement with the many stakeholders in the program.

11.2.3 Study limitations
Pettigrew (1985) cautioned against using a change project as the unit of analysis, as
this treats change as a discrete event that exists in isolation from what has gone
before and from the context in which change is taking place. The funding of the
projects, the selection of particular facilities to participate in each project and the
use of implementation strategies largely chosen at the funding-submission stage did
constitute a somewhat ‘manufactured’ process of change. However, as Williams et al.
have pointed out, innovation ‘represents a conscious and significant departure from
current behaviour’, and ‘this element of discontinuity distinguishes innovation from
a broader range of types of improvement’ (2009, p 5). Innovation in this case was a
conscious decision to implement existing evidence in a particular setting.
Participants described events that occurred during the process of change and their
experiences of those events. In doing so they gave their perceptions of how others
experienced what took place. For example, those who spent at least part of their
time educating, facilitating, mentoring and providing clinical advice expressed their
opinion about how facility staff responded. This included what participants
perceived to be the positive impact of learning on facility staff and the way in which
this contributed to a greater sense of identity as people became more aware of what
they could achieve. A limitation of the study is that findings such as this are based on
the views of the research participants, not those who were perceived to have
developed a greater sense of identity. Another example is the influence of the
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knowledge and skills of facility staff on what took place, described in the chapter
Exercising Agency. Again, the findings regarding this influence are based on the
perceptions of the research participants, not the majority of facility staff. This
situation is the inevitable consequence of the methods employed, which focused
data collection on key individuals, rather than the broad mass of people involved in
implementation.
Despite the experience, expertise and differing perspectives of the participants, a
final limitation of the study is the reliance on one data source. As far as possible this
was mitigated by a rigorous approach to data collection and analysis, with the use of
multiple techniques to establish the trustworthiness of the study findings. This
approach may have resulted in a greater focus on the perspectives of individuals
rather than the organisational dimension of change, although this is difficult to
judge. Organisational issues are present in the findings with concepts such as
distributed leadership, collective agency and organisational capability which form
part of the mechanism Exercising Agency and can be found to a lesser extent in the
other mechanisms.

11.3 THE CONTEXT OF RESIDENTIAL AGED CARE
11.3.1 Regulation
In the introductory chapter (Section 1.3.4) reference was made to the regulatory
pyramid within residential aged care, which is based on the principle of ‘pick
problems and fix them’, with increasing levels of enforcement if problems cannot be
fixed (Braithwaite, Makkai et al. 2007). The regulatory pyramid has education and
persuasion about a problem at the base of the pyramid, and sanctions at the apex.
Braithwaite et al. (2007), in their book Regulating aged care: ritualism and the new
pyramid, argue that there is a need to balance a regulatory approach with what they
refer to as a ‘strengths-based pyramid’ based on the principle of ‘pick strengths and
expand them’. They place education and persuasion about a strength at the base of
the pyramid, with increasing levels of reward/award for improvement as one
progresses to the apex. The need for this dual approach arises because regulation
has both its place and its limitations. They see the need for a:
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multidimensional response based on a conversation with a complex situation
to solve a problem or expand a strength. Both pyramids require nodal
governance to enrol webs of actors and webs of mechanisms. Complex
situations mostly will not yield to unidimensional responses such as applying
a rule or a standard operating procedure. Enforcing a rule has a place in at
least one of our two pyramids. Even there, it is a place that is presumptively
subsequent (higher in the pyramid) to collegial circles of conversation
(Braithwaite, Makkai et al. 2007, p 322).
The references to conversations, webs of actors, webs of mechanisms, complex
situations and collegial circles of conversations are in accord with the study findings.
Of particular note is the value Braithwaite et al. (2007) place on ‘collegial circles of
conversation’ even within the regulatory approach.
There is an argument that it should not be necessary to establish a common ground
and ways of reconciling priorities – staff should just do as they are told and
implement a new practice if that is what regulation demands, management want or
residents need. Put another way, in the language of this study, Exercising Agency
should not be a matter of individual choice. The approach suggested by Braithwaite
et al. (2007) indicates why discretion to act exists even in a highly regulated
environment.
Staff faced the challenge of competing priorities when caring for residents, priorities
that could change from day to day. Making small changes was not necessarily simple,
particularly when it came to integrating those changes into existing routines
(Section 7.4.2). Some guidance could be given – for example, in determining what is
important and what is not so important – but staff still faced the daily problem of
reconciling priorities, either on their own or in collaboration with their colleagues.
Additional difficulties faced by staff (Section 7.3) included:


The difficulty of making a decision about when to use a new practice.



Selecting from a range of options, some of which were additional to what
was available before.



Putting together an appropriate mix of interventions.

In the absence of a ‘common ground’ and the other mechanisms identified in this
study, there is no reason to believe that being told to ‘do it’ will result in ‘it’ getting
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done on a consistent basis. What the four mechanisms do is provide a framework,
specific to residential aged care, for moving towards a situation where ‘it’ will get
done consistently, by developing ways to be On Common Ground (including the use
of a common language and set of tools), promoting Learning by Connecting, using
various strategies for Reconciling Competing Priorities and facilitating the various
aspects of Exercising Agency.

11.3.2 Workforce and changing practices
The proportion of nursing staff working within residential aged care is declining; at
the same time, the dependency of residents is increasing. Most of the direct care of
residents is provided by personal carers, the vast majority of whom work either
part-time or on a casual/contract basis. The staff mix means that the issue of how
responsibility for care is delegated and supervised is an important one (Section
1.3.5, Section 9.4.2).
There is a tension between providing a home-like environment for residents while
recognising that many residents have complex care needs. It can be difficult to
promote resident independence when residents require many things to be done for
them. Although the changes to practice reported in this study were relatively smallscale and incremental in nature, they took place in organisations with features of
complex adaptive systems.
Using the language of the study findings, these characteristics of residential aged
care present many challenges. For example:


The development of ‘common ground’ that staff can share, when those staff
may have quite varied educational backgrounds, rarely come together as a
large group (because of the part-time, casual nature of the workforce) and
have different perspectives on the type of care that should be provided (in
other words, how they frame care).



The promotion of Learning by Connecting when what people already know
may be quite varied.

The issues of connecting with and building on previous knowledge that featured in
Learning by Connecting also characterised Reconciling Competing Priorities: changes
built on what was there already. The corollary of this situation was that:
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a new practice usually had to be implemented by many, if not all, staff



changes were relatively ‘invisible’, taking place largely in one-to-one
interactions between an individual staff member and an individual resident.

The types of changes to resident care described by participants were not easily
directed and controlled.
A USA study of nursing aides25 working in long-term care found that lack of staff led
to ‘cutting corners’, which involved eliminating time-consuming activities such as
oral care, assisting residents with walking and involving residents in decisions about
their care (e.g. what clothes they wore, grooming). Cutting corners ‘was more likely
to be done in ways that were invisible to supervisors or that could not be traced to
an individual’ (Bowers, Esmond et al. 2000, p 60). The phenomenon of cutting
corners and any links with supervision has not been studied in residential aged care
in Australia, although Chien (2009) does make some references to cutting corners in
her ethnographic study in one facility. The study by Bowers et al. gives an indication
of how ‘invisibility’ can influence what gets done. Add to this an indication that
supervision by registered nurses may be relatively distant (Section 9.4.2) and the
net effect is that there is some discretion for Exercising Agency, as discussed in the
previous section. There is a tension between facilitating evidence-based practice and
ensuring compliance with practices that are evidence-based, which presents a major
challenge when managing staff (Walter, Nutley et al. 2004).

11.4 LINKING FINDINGS AND EXISTING LITERATURE
11.4.1 Placing the findings in context
As this study progressed, data analysis and reading the literature became an
iterative process, with analysis informing what was read amongst a vast literature,
and what was read informing analysis, with some literature being particularly
influential (see Section 3.4 on theoretical sensitivity). More broadly, this study aligns
with the growing influence of critical realism on research and the synthesis of
evidence in health care, particularly since the publication of the book Realistic
Evaluation by Pawson and Tilley (1997).
25

The USA equivalent of personal carers.
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Elements of each mechanism have similarities with the findings of others, as
indicated in the four chapters of results. The way participants spoke about
competing priorities is consistent with a review of the literature on priority setting
(Hendry and Walker 2004). Trying out a new practice to find out if it ‘works’ has
similarities to what has been referred to as the trialability of an innovation (Rogers
2003). ‘Trying out’ was a strategy for Reconciling Competing Priorities and a
component of both Learning by Connecting and Exercising Agency.
The mechanism Learning by Connecting identifies that what people already know is
of fundamental importance, as found in the work of Ausubel (1968). There are
similarities between Learning by Connecting, including developing a sense of
identity, and the concept of communities of practice (Lave and Wenger 1991;
Wenger 1998).
Seeing the benefits and understanding how actions can have certain consequences
(part of Exercising Agency) are similar to what has been described as ‘observability’
(Rogers 2003; Berta, Teare et al. 2010). Of particular note is the finding from a
Canadian study in long-term care that:
observability consistently emerged as the sole factor relating to the application
of new clinical knowledge … observability depended on the extent to which
organizational mechanisms made the impacts of the guidelines’ use apparent
to their users … In situations involving no observable outcomes, or in which
the outcomes were unexpected, the entire initiative was placed in jeopardy
(Berta, Teare et al. 2010, p 1331). [emphasis added]
The examples included in the Berta et al. (2010) paper to support this comment are
almost identical to the ‘seeing the benefits’ examples in this study (Section 8.4), a
major difference being, as identified in the quote above, the role of organisational
mechanisms in making benefits apparent, rather than individuals ‘seeing the
benefits’.
Evidence about the importance of conversations (McWilliam, Kothari et al. 2008;
Jordan, Lanham et al. 2009) has similarities to conversing about practice, an
important element of On Common Ground. Winbolt (2008) found that the way in
which nurses working with elderly people define good care and the role of the
gerontic nurse (which is very similar to the concept of ‘framing of care’, an element
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of common ground) forms the basis for organising and prioritising work. The
mechanism On Common Ground includes the concept of a common language, which
has close similarities to the shared repertoire identified by Wenger as integral to
communities of practice: language, particular practices and the use of certain tools
(Wenger 1998). Researchers have identified the importance of ‘common ground’ in
other settings (Reay, GermAnn et al. 2008; Kuziemsky and Varpio 2010).
The eclectic range of work with similarities to the four mechanisms should be
treated with some caution, as much of it took place in different contexts to
residential aged care or did not focus on evidence-based practice. However, it does
indicate that at least on a conceptual level the four mechanisms have some parallels
with existing knowledge.
Kitson (2009b) draws on the results of some process studies of implementation to
make observations that are akin to the study findings, illustrated in Table 11-1.
Table 11-1

Comparison of observations by Kitson and study findings

Observations by Kitson26

Study findings

Busy practitioners don’t use whole chunks of

Change was not a simple matter of

guidelines – they mix and match, selecting

something new, based on evidence, replacing

the most relevant part to suit the particular

or being added to something that was not

clinical problem they are trying to tackle.

based on evidence. Often, it was about
refining or reinforcing what was already in
place.

26

Taken verbatim from Kitson, A. (2009b). "Knowledge translation and guidelines: a

transfer, translation or transformation process?" International Journal of Evidence-Based
Healthcare 7(2): 124–139. Alison Kitson is one of the supervisors of this thesis, but the
observations and study findings were arrived at independently, or at least as independently
as possible given the supervisor-student relationship.
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Observations by Kitson

Study findings

Clinicians engage in an ongoing dialogue that
is much more complex, conditional and
contextual than research studies would
suggest.

The core category that linked all other
categories and provided the greatest
understanding of the data is On Common

Effective communication between members
of the multidisciplinary team is key to
success but very challenging, particularly in
settings where effective relationships
between professionals have been stultified
by past actions that have caused
misunderstandings, mistrust and lack of

Ground. A series of factors were identified by
participants as important for achieving a
common ground for change: conversation,
language, how care was framed, whether a
proposed change ‘made sense’ and whether
colleagues were alike or not alike in some
way.

mutual respect in the belief that anything
positive can be achieved.
The logistics of balancing introducing a new

New practices had to compete with an

piece of knowledge with the daily workload

existing set of constantly shifting priorities.

cannot be underestimated.

The mechanism by which this took place was
conceptualised as Reconciling Competing
Priorities.

Conversely, where team members exercise

Exercising Agency included distributed

leadership through confident, positive

leadership and collective agency, where

attitudes, communication and

individuals came together to act collectively.

acknowledging the interdependency of

On Common Ground established the basis for

multiple roles, helps in the acceptance of the

collective agency.

new guideline and hence the new ways of
thinking and new behaviour.

Although the terminology may be different between the two columns in Table 11-1,
the comparison suggests a degree of conceptual similarity that lends support to the
relevance of the study findings to current debates about implementation and
knowledge translation.
The process approach of the study findings is also reflected in Normalization
Process Theory, developed over several years in the UK. At the core of
Normalization Process Theory are three propositions:
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1) Material practices become routinely embedded in social contexts as the
result of people working, individually and collectively, to implement them.
2) The work of implementation is operationalized through four generative
mechanisms (coherence; cognitive participation; collective action; reflexive
monitoring).
3) The production and reproduction of a material practice requires continuous
investment by agents in ensembles of action that carry forward in time and
space (May and Finch 2009, p 540).27
The references to ‘dynamic collective work’, ‘social shaping of practices’ and
‘ensembles of action that carry forward in time and space’ resonate with the
concepts of Reconciling Competing Priorities, Learning by Connecting, Exercising
Agency and On Common Ground, particularly the social interaction and ongoing
nature that typifies each mechanism.
It is instructive to map the four mechanisms identified in this study to the 12
theoretical domains developed by Michie et al. (2005) to explain behaviour change
(Table 11-2). Each mechanism has some conceptual similarity with at least one of
the 12 domains, with the greatest similarity occurring for the mechanism Exercising
Agency. Given the wide-ranging nature of the domains and mechanisms, a certain
degree of overlap is perhaps to be expected; however, the overall coverage of the
mechanisms across all 12 domains does demonstrate a depth and breadth to the
four mechanisms in terms of contemporary knowledge regarding behaviour change.

27

The wording of the three propositions is taken verbatim from the article by May and Finch

(2009).
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Table 11-2

Comparison of behaviour change domains and mechanisms

Domains in paper by

Equivalent construct in

Michie et al

study findings

Mechanism

Knowledge

Knowledge

Exercising Agency

Skills

Skills

Exercising Agency

Developing
Social/professional role and

a

sense

of

Learning by Connecting

identity

identity
Collective agency

Exercising Agency

Beliefs about capabilities

Beliefs about capabilities

Exercising Agency

Beliefs about consequences

Beliefs about consequences

Exercising Agency

Motivation and goals

Willingness to act

Exercising Agency

Deciding to act

Exercising Agency

Memory,

attention

and

decision processes

Strategies

for

reconciling

Reconciling

competing priorities

Priorities

Environmental context and

Organisational

Exercising Agency

resources

(includes resources)
Developing

a

capability

sense

of

Competing

Learning by Connecting

identity
Social influences

Collective agency

Exercising Agency

Distributed leadership

Exercising Agency

Homophily

On Common Ground

‘Fear of getting into trouble’

Exercising Agency

Feeling ‘emotionally safe’

On Common Ground

Strategies

Reconciling

Emotion

Behavioural regulation

Nature of the behaviours

for

reconciling

priorities

Priorities

Daily work

Reconciling

Competing

Competing

Priorities

With regard to aged care research and practice, Garnham et al. (2009) identified two
broad themes: a ‘linear/passive’ approach that focuses on identifying facilitators and
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barriers to the use of evidence, with little consideration of context; a more
dynamic/active approach where implementation is messy, unpredictable and nonlinear. The literature review supported the second of these approaches as holding
more promise for implementing evidence-based practice and the study findings
confirm this position.
Finally, it is interesting to compare the findings of this study with those arising from
research in the UK that concluded that the implementation of practices supported by
evidence
fundamentally depends on a set of social processes such as sensing and
interpreting new evidence; integrating it with existing evidence, including tacit
evidence; its reinforcement or marginalization by professional networks and
communities of practice; relating the new evidence to the needs of the local
context; discussing and debating the evidence with local stakeholders; taking
joint decisions about its enactment; and changing practice. Successful
‘adoption’ of an evidence-based practice depends on all these supportive
social processes operating in the background. In the absence of all or even one
of them, adoption is less likely to occur. Both the social nature of these
processes and the plurality of their operation require emphasis (Ferlie 2005, p
183). [emphasis added]
The basis for this conclusion was a series of seven studies in health care, primarily in
acute care but also including primary care. Despite the very different context, some
of the similarities in the comment above with the four mechanisms identified in this
study are quite striking, particularly the emphasis on social interaction – social
processes, discussing, debating and joint decisions.

11.4.2 Evidence-based practice and the nature of evidence
The literature review identified that evidence is constantly evolving as new
knowledge becomes available and existing knowledge is refined and re-interpreted.
Evidence is neither fixed nor certain. Very little research involving the elderly takes
place in residential aged care, so any guidelines aimed at that sector are based on
evidence generated from other settings (Rolland, Abellan van Kan et al. 2009;
Rolland, Tolson et al. 2011).
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The findings indicate that research-based evidence provided some form of
permission or authority to do what people thought they should have been doing
already. In some circumstances, evidence supported pre-existing beliefs about
consequences and enhanced beliefs about capabilities. This is consistent with what
was said in the chapter Learning by Connecting about the role of education and
training in validating existing knowledge. This is particularly interesting when
considered from the perspective of the USA study, mentioned in the chapter
Reconciling Competing Priorities, that found that one of the distinctions between
facilities with good and bad outcomes was that in the former staff both knew what
to do and were observed doing it, whereas in the latter staff knew what to do but
were not observed doing it (Rantz, Hicks et al. 2004). It is well known that ‘people
often do not behave optimally, even though they know full well what to do’ (Bandura
1982, p 122). This indicates that the mechanism Exercising Agency was not just
about the willingness to do something new but also about ‘unlocking’ the potential
to do what was already known.
An important finding from this study is that change was generally not framed by
facility staff in terms of implementing externally produced research-based evidence.
According to participants, of greater importance to facility staff was that a change in
practice ‘made sense’ and ‘would work’. As the study progressed it became apparent
that what was being described by participants was not a simple matter of something
new, based on evidence, replacing or being added to something that was not based
on evidence. In many instances it was about refining or reinforcing what was
already in place.
Given the unstable and indeterminate nature of evidence, the very pragmatic ‘does it
make sense/will it work’ perspective is understandable and suggests that, within the
context of residential aged care, the concept of evidence-based practice could be
more appropriately framed as ‘evidence-informed practice’. ‘Evidence’ is one factor
in a larger mix, including what is in place already (which may well make sense and
be considered as ‘working’). This finding appears to have some similarities with the
concept of ‘mindlines’ identified by research in primary health care: ‘collectively
reinforced, internalised, tacit guidelines’ that are informed primarily by personal
experience, the experience of colleagues, interaction with colleagues and other
influential people, together with some evidence (Gabbay and le May 2004; Gabbay
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and le May 2011). However, further research would be required to confirm this
observation.

11.4.3 Levels of change
As was pointed out in the literature review (Section 2.4), there is support for taking
a multi-level approach to change (e.g. the individual, the team, the organisation), but
with the proviso that such an approach is somewhat artificial and may not do justice
to the complexity of change, including interactions between the various levels.
The findings indicate the importance of a multi-level approach, while providing a
means of understanding the complex nature of interactions between the levels. On
Common Ground provides the basis for the social interaction that features in all four
mechanisms, and ‘cuts across’ individuals, teams and the organisation more
generally. The main elements of the mechanism On Common Ground – conversing
about practice, a common language, the framing of care, the framing of change and
homophily – provide a practical way of conceptualising what needs to be in place, or
at least be in the process of being developed, to provide a foundation for change to
occur.
Organisations can influence the development of common ground, as well as
influence learning, the reconciling of priorities and whether individuals choose to
act or not. Individuals have a role to play in all four mechanisms. The mechanism
Reconciling Competing Priorities identified how strategies to reconcile priorities
could occur at an organisational level, at a team level, at an individual level or all
three levels at the same time.
Despite the differences between the concept of a multi-level approach to change and
the four mechanisms identified in this study, both are underpinned by the idea that
it is necessary to look at the ‘whole of change’, as well as the ‘parts of change’ and
the relationships between the parts, however those parts are conceptualised (levels
or mechanisms).

11.4.4 The concept of implementation
Reference was made in the literature review (Section 2.5.1) to the lack of clarity
about what is meant by the term ‘implementation’, but in the definitions that do
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exist there is a general sense that implementation has some boundaries, such as a
specified set of activities (Fixsen, Naoom et al. 2005). The concept of
implementation fidelity is predicated on the assumption that there are degrees of
implementation – degrees to which something is done as it was intended to be done
and continues to be done as the new way of doing things.
The changes to resident care were generally subtle and small in scale, primarily
occurring in one-to-one interactions between staff and residents, with an emphasis
on the ‘basics of care’ (Rantz, Grando et al. 2003). The boundaries between new and
existing practices were often difficult to discern, and it was difficult to capture the
extent to which practices had changed. The findings are consistent with literature
which suggests that implementing evidence-based practice is neither a linear nor a
logical process (Rycroft-Malone, Kitson et al. 2002), that innovations can have
unclear boundaries (Greenhalgh, Robert et al. 2004) and that implementation
involves ‘dynamic collective work and relationships’ (May and Finch 2009, p 549).
Participants described a situation where anything new, whether evidence-based or
not, had to compete with an existing set of constantly shifting priorities. The
mechanisms On Common Ground, Reconciling Competing Priorities, Learning by
Connecting and Exercising Agency had no start or finish points. Some aspects of each
mechanism were aligned with particular events, such as a learning session, a case
conference, a particular decision or a conversation between key individuals, but for
the remainder of the time the mechanisms were ongoing. Reconciling Competing
Priorities was a mechanism whereby new practices either became part of routine
care or did not. Even becoming part of routine care was no guarantee that a new
practice would take place all the time – it still had to compete with other priorities.
In the context of this study and its findings, the concept of implementation as
something discrete starts to take on a more complex character. The issue is not so
much about moving to a situation where a new practice is done all the time, for all
residents who could potentially benefit, but rather to a situation where the new
practice becomes the ‘standard’, from which deviations will still occur in response to
the nature of daily work and competing priorities.
The literature review (Section 2.5.1) referred to the conceptualisation of
implementation occurring in stages, with the proviso that care needs to be taken
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with such an approach because it does not allow for the complex nature of
implementation. This study adopted a cross-sectional design, making it difficult to
judge the extent to which events occurred in stages (which would have required
longitudinal data collection), other than some specific events that occurred in
sequence according to the design of each project; for example, the timing of a series
of action research meetings, an education session followed by a mentoring session
or an education session followed by a series of case conferences.
However, within the limits of the research design, the findings demonstrate that
implementation followed many paths, in accordance with the four mechanisms.
Learning by Connecting took place in structured forums such as an education session
or case conference, but also took place in a variety of other forums that could occur
at any time (e.g. an informal review of resident care, the handover between shifts or
a conversation involving two or more staff). Most of the strategies for reconciling
priorities (Section 7.5) were similarly unstructured and not part of any particular
sequence of events; examples included having conversations during the course of
daily work to talk about how to reconcile competing priorities, or trying out a
proposed new practice to see how it might work. Exercising Agency included a mix of
elements that included beliefs and a willingness to act, not linked to any particular
‘stage’ of implementation. On Common Ground had the potential to evolve over time
but was not attributable to particular sequences of events.
Taken together, this indicates that the concept of implementation occurring in
stages does not have much relevance to the study findings, which is quite different
to the results of some Canadian research into long-term care that identified four
quite distinct stages: adoption (with four sub-stages: pre-adoption, early adoption,
mid-adoption and late adoption), adaptation, replication and retention (Berta, Teare
et al. 2010). The Canadian study focused on the adoption and implementation of
evidence-based clinical practice guidelines, but the authors did not report on what
changes actually took place.

11.4.5 Conceptual frameworks
The conceptual frameworks of particular relevance to this study include domains
that encompass the context of change, the intervention (the content of change), the
process of change and the characteristics of the people involved (Section 2.2.5). The
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core category, On Common Ground, consists of some elements that can be considered
as ‘contextual’ (e.g. existing relationships between staff) and some that have features
akin to process (e.g. making sense of change). How care is framed (an element of On
Common Ground) may be considered contextual (part of the internal context of a
facility), but can be influenced by the process of learning. On Common Ground does
not include constructs typically associated with context, such as organisational
characteristics, culture, the need for change and organisational incentives, but does
establish a context for change to occur, in a way that can be influenced by those
seeking to intervene to effect change (e.g. using an end-of-life care pathway as a tool
to facilitate a common language for those requiring terminal care).
The other three mechanisms also exhibit many conceptual similarities to the
concepts of context/content/process/individual characteristics. For example,
organisational capability (part of Exercising Agency) which is usually considered to
be part of the context of change; the routines that can be considered part of the
content of change; the mechanism Learning by Connecting which is a process of
learning; and the characteristics of individuals (knowledge and skills) that feature in
Exercising Agency.
The one domain referred to at the beginning of this section that is not explicitly
present in the findings is the intervention. However, the ‘intervention’ is present in
the data in more subtle ways, expressed in terms of whether the change (i.e. the
intervention) made sense, whether it was perceived as ‘working’, how it ‘fitted’ with
existing priorities and practices, whether staff had the requisite knowledge and
skills and whether the organisational capability (e.g. resources) existed to support
the intervention.
The links between the four mechanisms identified in this study and the content,
context and process of change model developed by Pettigrew are further illustrated
by Table 11-3, which shows how some of the codes used at the intermediate level of
coding (as listed in Appendix G) fit within Pettigrew’s model and the four
mechanisms.
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Table 11-3

Linking codes to mechanisms and Pettigrew’s model
Elements of Pettigrew’s model

Mechanism

Content

Context

Process

Reconciling

Systems

Daily work

Integrating into daily

Competing Priorities

Planning care

Time

work
Trying out

Policies and
procedures
Learning by

Assessing residents

Daily work

Making sense

Connecting

Reviewing care

Conversing about

Educating

practice

Trying out

Daily work

Facilitating

Leadership

Trying out

Exercising Agency

Management support
Roles &
responsibilities
On Common Ground

Reviewing care

Conversing about

Engaging

Assessing residents

practice

Facilitating

Roles and

Making sense

responsibilities

11.5 LINKING STUDY FINDINGS WITH EVALUATION FINDINGS
According to the final report of the evaluation of the EBPRAC program, in each of the
13 projects funded by the program there was some evidence of practice
improvement, although in two of the projects the improvement was considered to
be minimal (Masso, Westera et al. 2011). Despite regular monitoring of progress, a
project-level evaluation for each project and a program-level evaluation it was
concluded that ‘it was difficult to gauge the extent to which changes were
implemented’ (p 1). The program evaluation supported the findings in Section 7.3
that practice changes were small-scale and incremental in nature. The analogy used
in the final report of the evaluation was one of throwing a rock into a pool of water:
‘the rock (the project) makes a big splash but by the time the effect has ‘rippled out’
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to the periphery it is much smaller. The ‘ripple effect’ of implementation results in
lots of small changes, rather than a few large changes’ (p 97).
Improvements in resident outcomes across the EBPRAC program were mixed, with
evidence that approximately one third of intended resident outcomes were
achieved. This was considered to be due in part to the difficult of measuring
outcomes in a predominantly elderly, dependent, group of people. The final report of
the evaluation surmised that ‘for many people residing in aged care facilities
maintaining health status rather than improving health status may well be a
satisfactory outcome’ (pp 97-98).
The project-level evaluations undertook extensive data collection. However, the
combination of small-scale practice changes that were difficult to measure and
outcomes that were also difficult to measure made attribution of cause and effect
between process and outcomes problematic. This supports the decision in this study
to focus on identifying mechanisms (which explain how things work) rather than
attempting to link mechanisms with outcomes.

11.6 SUMMARY
This chapter has reflected on the design and conduct of this study, including its
strengths and limitations. The strengths include in-depth investigation of the
content, process and context of change drawing on the experiences of participants
with extensive knowledge of both residential aged care and the implementation of
practice change in that setting. Limitations include reliance on participants who
were ‘information-rich’ rather, than the broader mass of people working in
residential aged care.
The environment of residential aged care presents many challenges to anyone
seeking to change practices. The bulk of the direct care of residents is provided by
personal carers, supervised by much smaller numbers of nursing staff. The work is
both simple and complex, not easily directed; supervision can be ‘at a distance’,
leaving discretion for staff to exercise their own judgement about what is important
and what they will do.
The literature on the nature of evidence and the findings about changes in practice
being framed in terms of ‘does it make sense/will it work’ indicate that ‘evidence’
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was one factor, among many, that informed practice. This situation did at one stage
result in consideration being given to changing the title of the thesis to remove the
reference to ‘evidence’, but in the end the word was retained because researching
the implementation of evidence was the catalyst for the study.
The findings do not fit neatly with conceptualisations of change occurring in stages,
and ‘cut across’ the idea of levels of change, reflecting the complexity and iterative
nature of change. The four mechanisms have some similarities with conceptual
frameworks that include the context of change, process of change, content of change
and the role of individuals, but from a quite different perspective.
One of the most fascinating aspects of this study has been the way in which the
findings encompassed concepts and areas of knowledge that were not foreseen at
the beginning. These include the issue of priority-setting; the importance of
language and the concept of framing; the role of routines in organisational life; the
issue of the ‘visibility’ of care and the impact this has on behaviour; and the nature of
supervision in residential aged care and the associated question of to what extent,
how and in what circumstances staff seek to ‘cut corners’ when providing care. All of
these concepts/areas of knowledge arose as a result of the methodology, which
followed a semi-structured, conversational approach to interviewing participants
that included theoretical sampling to explore emerging concepts.
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CHAPTER 12

CONCLUSIONS, IMPLICATIONS AND
RECOMMENDATIONS

12.1 INTRODUCTION
This study set out to make a contribution to knowledge about how to implement
evidence in residential aged care. The research question reflected the context of the
study and the philosophy underpinning the research: what mechanisms influence
the implementation of evidence-based practice in residential aged care and what are
the relationships between those mechanisms?
This chapter outlines the contribution of the study to existing knowledge in the form
of a series of conclusions and by highlighting the significance of the findings,
followed by describing the implications of the findings and recommendations for
further research.

12.2 CONCLUSIONS
The four mechanisms identified in this study, and the relationships between the
mechanisms, provide a means of understanding and explaining how implementation
took place (or didn’t), fitting the definition of theory referred to in the literature
review: a set of logical constructs that jointly offer answers to the questions ‘why’
and ‘how’ (Sales, Smith et al. 2006). Taken together, these findings represent the
major contribution of this study to existing knowledge. This is in the context of the
current situation, where the literature includes many reports of factors that help or
hinder implementation (Section 2.5.2), but many of the factors overlap and there is
little reporting of the relationships between the factors. Many theories are
potentially relevant to the implementation of evidence into practice but there is a
general lack of empirical evidence to support the theories.
The findings represent a novel way of understanding practice change within
residential aged care and some elements of the findings are consistent with the
results obtained by other researchers. The findings fit overall within a broad and
expanding stream of research that focuses on process, recognises the messy and
unpredictable nature of implementation and highlights the importance of
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interaction between those involved in practice change. The mechanisms align well
with current knowledge regarding domains of behaviour change.
Each of the four mechanisms is necessary for practice change to occur, with
relationships between the mechanisms indicating their inter-dependency; however,
none by itself is sufficient for change to occur. Rather, the results show that it is
necessary to have common ground (as defined in this study), a process of learning
grounded in existing practice and knowledge, a way of reconciling what are often
competing priorities in daily work, staff who are willing and able to change (part of
Exercising Agency) and leadership that is distributed rather than concentrated in
one person (also referred to in the chapter on Exercising Agency).
The mechanism Learning by Connecting is a creative process, rather than simply the
transmission of information from one person to another, with people making
connections in various ways to enhance their knowledge. The findings indicate that
learning is influenced by the conditions in which it takes place, supporting the
perspective of ‘situated learning’ rather than the perspective of ‘knowledge as
object’ (Pritchard and Symon 2006).
The core category (the mechanism On Common Ground) brings together a number of
constructs (conversing about practice, a common language, the framing of care, the
framing of change and homophily) in a way that is unique, particularly the inclusion
of the framing of care and the framing of change. Some conceptualisations of
‘common ground’ exist already, but with a focus on language and communication.
The importance of relationships between people involved in change is well
recognised, often referred to in terms of staff ‘engaging’ in implementation; see for
example, Damschroder et al. (2009). Jordan et al. (2009) emphasise the primacy of
relationships in the context of organisations as complex adaptive systems. The
concept of On Common Ground provides a practical way of thinking about what
might otherwise be thought of as a need for engagement or a way of improving staff
relationships.
To be useful to those seeking to implement change, a framework or theory should
include a small number of constructs that are amenable to manipulation (Helfrich,
Weiner et al. 2007). The four mechanisms meet this requirement, with each
providing clues as to how to intervene to implement practice change e.g. selecting
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particular tools to facilitate the sharing of common ground, promoting the use of
conversations about practice, providing some direction about how to reconcile
priorities, indicating the sort of education that is likely to lead to Learning by
Connecting and developing a system of distributed leadership by identifying and
supporting formal and informal leaders.
It is reasonable to conclude that advocating for practice change within residential
aged care on the basis that a proposed change is ‘evidence-based’ will not, in and of
itself, be sufficient for change to occur. Evidence can inform practice change, but
only as one of a broader mix of factors, including whether a change ‘makes sense’
and whether it is believed to result in benefits for residents or staff. None of the
participants said that research evidence was not important; it simply did not feature
strongly in what the participants had to say about their experience of the change
process.
Residential aged care is highly regulated, but regulation alone is not sufficient to
ensure good-quality services. In particular, individual members of staff have some
discretion about whether they will implement a new practice. The mechanisms
identified in this study provide a means of understanding why this discretion occurs
and what may be done in response (for example, developing strategies to reconcile
competing priorities).
There is a basic paradox in the study findings regarding planned versus emergent
change. The context for the research was a large program, consisting of 13 projects,
each with a planned approach to change. However, the study findings suggest an
emergent approach to change, an approach characterised as ‘a continuous, openended process of adaptation to changing circumstances and conditions’ (By 2005, p
375). The incremental and diffuse nature of the changes made (Section 7.2), the
need for leaders to ‘be there’ when required (Section 9.5), the crucial role played by
social relationships, the need to ‘learn and adapt as you go’ and an environment
characterised by complexity (Section 7.3) all suggest a need to be responsive to
changing circumstances – in other words, emergent change. This is at odds not only
with the structure of the EBPRAC program but with the many references in the
literature to the need for a planned approach to change because of the difficulties
inherent in implementation (NHS Centre for Reviews and Dissemination 1999;
Fitzgerald, Ferlie et al. 2007). The results of this study do not negate the need for
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planning, but do indicate that planning only has a part to play when implementing
practice change.
Various techniques were incorporated into the study design to facilitate broad
applicability of the findings, such as including participants across a diverse range of
areas of practice, facilities, projects and implementation strategies (Section 4.3). The
findings include sufficient description and explanation to allow readers to judge
potential transferability to their own setting. The systems of regulation, funding and
accreditation in residential aged care provide a degree of homogeneity that may also
support applicability of the findings within the sector. The caveat is that the
experience of implementation in each facility will be different, and that
implementation will involve ‘learning and adapting as you go’, as would be expected
of complex adaptive systems.

12.3 SIGNIFICANCE OF THE FINDINGS
In this study, it was difficult to identify the extent to which practices had changed,
new practices had ‘fuzzy’ boundaries, facilities had at least some features of complex
adaptive systems and there were diverse relationships between the four
mechanisms. These difficulties illustrate why deriving theory from empirical data is
scarce in the literature: it is both complicated and complex. The significance of the
findings largely rests on the contribution to theory development, with the four
mechanisms providing an understanding of how and why change took place. The
limitations of the study mean that the findings are somewhat tentative but the
comprehensive nature of the findings provides a good basis for further research.
There are very few references in the literature to residential aged care (however
described in different countries) from the perspective of complexity science, and the
references that do exist tend to use the ‘lens’ of complexity science to try to explain
why certain results were obtained in particular studies; for example, Anderson et al.
(2003) and Johnson et al. (2009). As far as can be ascertained, this is the first study
in Australian residential aged care that has found, empirically, that facilities can be
conceptualised as complex adaptive systems.
As has been noted previously, little research has been undertaken on how best to
implement evidence-based practice in Australian residential aged care facilities.
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Although this is starting to change with an increasing volume of research since 2006,
there has been little consideration of contextual issues that may influence
implementation. This study contributes to existing knowledge about how to
implement evidence-based practices, or practice changes more generally, within
residential aged care.

12.4 IMPLICATIONS OF THE FINDINGS
Facilities were described by participants as busy places, with not enough time to do
what needed to be done and little capacity to introduce anything that involved
additional work (Section 7.4). Competing priorities arose in many different ways,
some of which were quite formalised and others extremely fluid (Section 7.4.1).
Strategies for reconciling the competing priorities ranged from structured
approaches, such as care planning and case conferencing, to more informal
arrangements, such as conversations during daily work or shift handovers. The
implication is that formal structures cannot be relied upon as the sole means of
dealing with multiple, competing priorities.
The structure and ongoing quality of the mechanisms imply that a change in practice
cannot be considered in isolation from everything else going on in facilities at the
same time. Implementation is more complex than simply doing something that is
quite discrete, and new practices can be relatively ‘invisible’, making direction and
control of those practices more difficult. This is not to say that there is no place for
conscious decisions to implement a change in practice, but it does mean that
implementing such decisions is likely to be complex and only partly influenced by
people – such as facility managers – typically seen as decision-makers. The
discretion to act that is a feature of the mechanism Exercising Agency indicates that
mandating for a change to occur, in the absence of any other strategies, is unlikely to
be effective.
The findings provide not only a means of understanding the implementation of
change but also a framework for informing daily practice. The implication arising
from the four mechanisms is that there is a need for common ground, whether it is
common ground about new or existing practice; a constant need for learning; a
constant need to reconcile the competing priorities that characterise daily practice;
and a constant need to understand how people exercise agency.
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The findings indicate the value of having a common language for resident care and a
common way of framing this care. One issue that arises is the differences and
similarities between person-centred care and a palliative approach to care, both of
which seek to provide an overarching framework. The two approaches have been
described in various ways – for example, that a palliative approach to care is a
‘natural extension’ of person-centred care (Davis, Byers et al. 2009) – and there are
different definitions of person-centred care, with different terminologies (Nay, Bird
et al. 2009). This suggests that there is a need to consider how these various ways of
framing care can be brought together in a coherent way, rather than following an
additive approach where new ways of framing care are added to existing models.
Residential aged care would benefit from a focus on ensuring that there is a common
language of practice and on synthesising the various ways of framing care.
One of the conclusions of this study involved planned and emergent change
occurring at the same time. One example of how a planned approach might not
achieve the desired result is the establishment of teams for the express purpose of
implementing something new. This is usually based on an assumption that staff will
work individually rather than collectively in the absence of formally structured
teams. However, as Brown and Duguid suggest, because people ‘work and learn
collaboratively’, informal groupings are ‘continually being formed and reformed’,
and trying to organise more formal teams can ‘wittingly or unwittingly disrupt these
highly functional noncanonical – and therefore often invisible – communities’ (1991,
p 49). They also make the point that ‘communities are emergent. That is to say their
shape and membership emerges in the process of activity, as opposed to being
created to carry out a task’ (1991, p 49). There is no evidence in this study about
informal ‘communities’ disrupting formally structured teams, but the mechanism On
Common Ground, particularly the emphasis on the importance of conversing about
practice and the fluid nature of the other three mechanisms, certainly suggests that
it would be wise not to rely too heavily on formally structured teams.

12.4.1 Implications for the role of facilitator
The literature review identified that there are considerable overlaps between the
various terms used to describe facilitation roles; for example, facilitators,
champions, linking agents or change agents. Comments by participants showed that
the facilitation role (however named) is widely used in residential aged care. In the
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last 10 years the concept of facilitation has broadened to include the building of
relationships and communication (Dogherty, Harrison et al. 2010), which is
appropriate given the findings of this study.
The concept of distributed leadership, a central feature of Exercising Agency, implies
that assigning one person to be the facilitator for an area of practice or a particular
change in practice is unlikely, on its own, to be effective. If there is a designated
facilitator, they need to be supported by other leaders ‘distributed’ throughout the
facility. The mechanisms identified in this study suggest the qualities that a
facilitator should have: good interpersonal skills, communication skills, negotiation
skills, respect from their peers. An implication of Learning by Connecting is that if
someone is to function in a ‘connecting’ role, they need to have an intimate
knowledge of the people they are working with and the environment in which they
work. These qualities can be used to select people for the facilitation role and guide
the education and training they will need to function effectively.

12.4.2 Implications for education and learning
As shown in the literature review (Section 2.5.2), the evidence indicates that
education in residential aged care is necessary but not sufficient for change (Nolan,
Davis et al. 2008). The findings are consistent with that perspective, while
identifying the particular importance of learning that connects new knowledge with
existing practice and knowledge. The findings are less supportive of another
conclusion of the Nolan et al. review that education and training programs in
residential aged care ‘need to be part of a strategic and carefully planned
programme of change’ (Nolan, Davis et al. 2008, p 425). The informal nature of many
of the forums where Learning by Connecting took place (e.g. an informal review of
resident care, the handover between shifts, a conversation involving two or more
staff) suggests that facilities need to allow for education and training as
opportunities or needs arise, rather than when it is convenient for the organisation
to schedule it.
One of the implications of the findings is that didactic forms of education are
unlikely to be effective as a strategy to support the implementation of change. What
is required is a broader view of learning that values conversing about practice,
including reflecting on practice, suggesting the need for education conducted either
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one-to-one or in small groups. The findings indicate what constitutes an appropriate
learning forum: it should involve a language that people understand, there should be
plenty of time for discussion, it might involve the use of a particular tool, staff should
feel emotionally 'safe' and interaction should occur.
The findings also have implications for the education and training of those in
leadership positions. It has been observed, from a much wider perspective than
residential aged care, that:
… while approaches to management development normally emphasize
motivation, productivity and appraisal, comparatively little attention is given
to supporting the learning of subordinates, allocating and organizing work,
and creating a climate that promotes informal learning (Eraut 2004, p 271).
This comment has particular resonance with the findings of this study. Learning by
Connecting emphasises the importance of learning, particularly informal learning;
Reconciling Competing Priorities emphasises the importance of allocating and
organising work; and On Common Ground, particularly conversing about practice,
lends support to the idea of creating a climate for informal learning. Two recent
systematic reviews, both undertaken in Australia, have identified that the education
and training of those likely to be in leadership positions in residential aged care is
inadequate (Jeon, Glasgow et al. 2010; Dwyer 2011). Australian research, although
not focused on evidence-based practice, indicates that facility managers are
inadequately prepared and supported for the changes they are required to manage
(Shanley 2007). The findings could be used to inform the preparation of future
leaders within residential aged care.

12.4.3 Implications for managers
The study findings characterise a challenging environment for managers. Facilities
exhibited features of complex adaptive systems, in a constant state of change but
with limited capacity to change. Planning for implementation does not negate the
need for flexibility to respond to changing circumstances, in a process best
described as ‘learning and adapting as you go’.
In such an environment, managers have an important and wide-ranging role to play
but there are limits to what they can achieve on their own. The study findings
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indicate the need for managers to constantly work in partnership with others,
consistent with a ‘whole systems approach’ to using evidence (Walter, Nutley et al.
2004). The findings regarding distributed leadership indicate that many different
types of staff can be sources of leadership, and that leadership is not restricted to
those occupying formal leadership positions. Managers need to be able to identify
and harness the capabilities of informal leaders.
The four mechanisms indicate how managers can intervene to facilitate
implementation: promoting a common ground for implementation, providing some
direction about how to reconcile priorities, supporting education that is likely to
result in Learning by Connecting and managing organisational capability (e.g.
resources, systems) to support implementation. Other key findings with
implications for managers include:


For implementation to take place all four mechanisms are necessary, but
none are sufficient for change to occur.



Social interaction is an important component of all four mechanisms.



New practices can be relatively ‘invisible’, making direction and control of
those practices more difficult.



Implementation is dependent on staff who are willing and able to change,
and who can work collectively.



Simply mandating that something should be implemented, in the absence of
any other strategies, is unlikely to be effective.

Managers are in a position to influence these issues for individuals, teams and the
organisation as a whole. For example, two main elements of On Common Ground
involve the concept of framing – the framing of care and the framing of change.
Managers are able to influence how both are framed through their language,
behaviours, decisions and actions. Another example of the role of managers is
illustrated by the range of possible strategies for reconciling competing priorities
(Section 7.5), some of which can be directly influenced by managers (such as making
a decision to use a new assessment tool when residents are admitted to a facility)
and some of which can only be influenced indirectly (e.g. conversations during the
course of daily work).
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12.5 RECOMMENDATIONS FOR FURTHER RESEARCH
The conduct of this study and the study findings lead to recommendations for
further research in three areas:


Further development of the theory, in part to address the limitations in this
study.



Application of the theory to guide the implementation of changes in practice.



Research into specific issues arising out of the findings.

Further development of the theory could be undertaken with research in either
residential aged care or other settings using a different methodology. Of particular
interest would be a longitudinal case study to investigate a ‘naturally occurring’
process of change; i.e. initiated and implemented from within an organisation. This
would have the added advantage of providing an opportunity to address two of the
limitations of this study by collecting data from a much broader range of staff and
using more than one data source.
The findings suggest that further research into the framing of change by facility staff,
one of the elements of On Common Ground, could provide greater understanding of
what appears to be an important concept. Such research would require data
collection eliciting the opinions and experiences of facility staff more generally than
the approach taken in this study and has the potential to identify differences and
similarities with the well-established concept of sensemaking. There has been little
research into sensemaking in residential aged care.
Although the majority of residential aged care is undertaken by personal carers who
are not formally recognised as nurses, there is a fine line between what is done by
personal carers and what would typically fall within the parameters of nursing. This
suggests that research to further develop the theory in other settings should
probably take place in environments where nursing is an important component of
care delivery, such as acute hospital settings or sub-acute care.
Application of the theory to the implementation of change could occur in a number
of ways: to change a particular practice, a range of different practices, a general
approach to care, or to improve the quality of care. This could involve the
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implementation of ‘evidence’ but need not be limited to that, and could take place
either in residential aged care or other nursing-practice settings.
The findings identified the importance of priority setting, language, the framing of
care, the use of tools to achieve ‘common ground’ and distributed leadership.
Various issues also arose about the nature of daily work – the role of routines, the
‘visibility’ of care, the nature of supervision in residential aged care and the question
of to what extent, how and in what circumstances staff seek to ‘cut corners’ when
providing care. All of these issues provide fertile ground for further research.
Another way of building on the results of this research would be to explore the
applicability of learning organisations and communities of practice to residential
aged care in Australia, as has been happening for some time in Scotland with work
exploring the potential of communities of practice to achieve sustainable
improvement in nursing homes (Tolson, Lowndes et al. 2011).
In conclusion, this thesis has made a contribution to both theory and practice, and
has laid the foundation for further research. The methodology enabled a number of
new aspects of the implementation of evidence-based practice to emerge, and for
interactions between the different mechanisms to be identified. While the study was
conducted within the under-researched context of residential aged care, the findings
have potential for application in other areas.
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APPENDICES
Appendix A: Details of projects funded in the EBPRAC program
Lead organisation

Clinical area

Funding

Drugs and Therapeutic Information Service

PRN medications

National Ageing Research Institute

Falls prevention

$1,072,980

National Ageing Research Institute

Pain management

$1,057,183

South Australian Dental Service

Oral health

$1,793,184

University of Newcastle

Nutrition & hydration

$821,338

Hammond Care

Behaviour management

$907,187

Monash University (later Flinders University)

Behaviour management

$1,272,225

Murrumbidgee General Practice Network

Palliative care

$755,353

North East Valley Division of General Practice

Palliative care

$873,480

PivotWest

Infection control

$703,116

Queensland University of Technology

Wound management

$885,425

University of Queensland

Palliative care

University of Technology, Sydney

Behaviour management
TOTAL

$511,511

$1,375,098
$890,158
$12,918,238
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Appendix B: Key milestones for study and evaluation
Time period

Study

Evaluation

April 2007

Centre for Health Service
Development contracted to
evaluate the EBPRAC program.

Late 2007

Development of evaluation
framework

January 2008

Finalisation of evaluation
framework

February 2008

Researcher enrolled in Doctor of
Business Administration, Sydney
Business School

February 2008 to
June 2008

Initial literature review

July 2008 to January
2009

Development of study
methodology

February 2009

Presentation of methodology to
thesis review panel

July 2009

Training in the use of NVivo
software

September to
December 2009

Interviews conducted and data
analysis commenced

February 2010

Presentation to thesis review
panel and enrolment changed to
a PhD

April to November
2010

Further interviews conducted

December 2010

March 2011 to
March 2012

Data collection and reporting to
the funder, the Australian
Government Department of
Health and Ageing, on progress
of the program and the
evaluation.

First draft of evaluation final
report completed. Finalised with
minor amendments in March
2011. Released publically in
August 2011.
Thesis writing
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Appendix C: Sources of evidence used in the EBPRAC program
Area of

Sources of evidence

practice
Pain

The project used the Australian Pain Society evidence-based guidelines

management

Pain in Residential Aged-Care Facilities: Management Strategies (2005) and
an implementation toolkit that can be used in conjunction with the. The
project also drew on five other sources of evidence.

Nutrition and

Bartl, R & Bunney, C (2004), Best Practice Food and Nutrition Manual for

hydration

Aged Care Facilities: addressing nutrition, hydration and catering issues.
Central Coast Health NSW: ISBN 1 74139 002 8

Falls

Victorian Quality Council (2004), Minimising the risk of falls and falls

prevention

injuries: Guidelines for acute, sub-acute and residential care setting.
Australian Safety and Quality Council (2005) Preventing falls and harm
from falls in older people. Best practice guidelines for Australian hospitals
and residential aged care facilities.

Oral health

Pearson A & Chalmers, J (2004), Oral hygiene care for adults with dementia
in residential aged care facilities, Joanna Briggs Reports, 2: 65–113.
Joanna Briggs Institute (2004), Oral hygiene care for adults with dementia in
residential aged care facilities, Best Practice: Evidence Based Practice
Information Sheets for Health Professionals, Adelaide, Joanna Briggs
Institute, 8(4): 1-6

PRN

An extensive literature search was undertaken to develop the evidence

medications

base for the project. The Aged Care Companion to the Australian Medicines
Handbook was the key resource for this project.

Wound

The Australian Wound Management Association Standards for Wound

management

Management (published in 2002 and updated in 2010) formed the basis for
the evidence but the standards are very broad. For more detailed evidence
the project drew on a wide range of other sources, including published
guidelines.

Infection

Australian Government Department of Health and Ageing (2004), Infection

control

Control Guidelines for the Prevention and Transmission of Infectious Diseases
in the Health Care Setting.
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Area of

Sources of evidence

practice
Palliative care

Australian Government Department of Health and Ageing (2006),
Guidelines for a palliative approach in residential aged care - enhanced
version. Canberra.
Palliative Care Outcomes Collaboration benchmarking tools.
Brisbane South Palliative Care Collaborative and Lyell McEwin End of Life
Care pathways.
Therapeutic Guidelines: Palliative Care, 2005 and 2010
Australian Pain Society (2005) Pain in residential aged care facilities:
management strategies.

Behaviour

Kitwood T. (1997), Dementia reconsidered. The person comes first

management

(rethinking ageing). Buckingham: Open University Press.
Algase D, Beck C, Kolanowski A, Whall A, Berent S, Richards K. & Beattie E.
(1996) Need-driven dementia-compromised behavior: an alternative view of
disruptive behavior. American Journal of Alzheimer’s Care & Related
Disorders, 77(6):10-19.
Fleming R, Crookes P & Sum S (2008) A review of the empirical literature on
the design of physical environments for people with dementia. Primary
Dementia Collaborative Research Centre, University of New South Wales.
Hallberg IR, Norberg A & Erikson S (1990) Functional impairment and
behavioural disturbances in vocally disruptive patients in psychogeriatric
wards compared with controls. International Journal of Geriatric Psychiatry.
5(1): 53-61.
Alzheimer’s Australia Quality in Dementia Care documents.
Dementia-Friendly Environments in Residential and Respite Settings,
Department of Health, Victoria.
Dementia Care Mapping, Bradford University, United Kingdom.

Note: The contents of the table above are taken from appendices 1-13 in the final report of
the EBPRAC evaluation.
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Appendix D: Text of email sent to potential participants
Dear
I am part of the team at the University of Wollongong that is evaluating the
Encouraging Best Practice in Residential Aged Care (EBPRAC) Program. To inform
the evaluation and my own research into the implementation of evidence-based
practice in residential aged care I would like to invite you to be interviewed. I have
attached an information sheet which gives more details about the interviews. I have
been supplied with your contact details by ….
I would appreciate it if you could indicate by return email whether you would like to
accept (or not accept) this invitation to be interviewed.
Thank you for considering this request.
If you would like any further information please do not hesitate to contact me.
Regards
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Appendix E: Information sheet for participants
The Centre for Health Service Development at the University of Wollongong has
been commissioned by the Australian Government Department of Health and Ageing
to conduct an independent evaluation of the Encouraging Best Practice in
Residential Aged Care (EBPRAC) program. The focus of the evaluation is the EBPRAC
program as a whole, rather than individual projects within the program. As part of
the evaluation we are conducting a series of interviews to better understand the
factors that influence the implementation of evidence-based practice in residential
aged care.
You are invited to participate in the evaluation by agreeing to be interviewed by a
member of the evaluation team. We would very much welcome your views and
comments, based on your own experience and knowledge, and anticipate that the
interview will take about 45 minutes.
If you agree to participate you will be contacted by phone or email to arrange a time
for the interview that is suitable to you. At the beginning of the interview you will be
asked to confirm that you have read this information sheet and invited to ask any
questions you may have. Your participation is entirely voluntary and you are free to
withdraw your consent to participate at any time.
To ensure that there is an accurate record of what you say we would like to record
your interview on a digital recorder. However, if for any reason, you do not wish
that to occur the interview will be recorded by the taking of notes. If you agree to
recording of the interview you can stop the recording at any time during the
interview, in which case the remainder of the interview will be recorded by the
taking of notes. Interview recordings will be transcribed.
All records of your interview (recording, transcription, notes) will be assigned a
code number known only to the evaluation team. This will allow us to check back to
the original records during our analysis if there is a need to do so. This will also
allow us to destroy the records if you decide after the interview that you wish to
withdraw your consent to participate. Recordings, transcriptions and notes remain
the property of the Centre for Health Service Development and will be retained for
five years and then destroyed.
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Confidentiality will be maintained at all times. Recordings, transcriptions and notes
of interviews (identified only by code number) will be stored electronically on a
secure password protected server located in a physically secure room. Hard copies
of any data will be kept in locked filing cabinets in a building with a security system.
Data from the interviews will be included in a PhD thesis being undertaken by
Malcolm Masso, Senior Research Fellow, Centre for Health Service Development,
University of Wollongong. The thesis is being supervised by Dr Grace McCarthy from
the Sydney Business School, University of Wollongong and Alison Kitson, Professor
and Head of Discipline of Nursing, the University of Adelaide.
Reports about the evaluation will be provided to the Australian Government
Department of Health and Ageing. In addition, the material from the evaluation may
be used for conference presentations and journal articles. No individuals will be
identified in the thesis, reports, presentations or articles.
If you would like further information, or have any questions about the evaluation,
please contact the chief investigator of the evaluation, Malcolm Masso, on 02 4221
4411 or email mmasso@uow.edu.au.
If you have any concerns or complaints about the way the evaluation is being
conducted, you may wish to contact the Ethics Officer at the University of
Wollongong on 02 4221 4457.

Appendices

277

Appendix F: Interview guide
Research question: What mechanisms influence the implementation of evidencebased practice in residential aged care and how do those mechanisms interact?
Questions
Please tell me about your project and the part you have played in it.
How important was the project? (Follow up – in what way was the project important
and who were the main intended beneficiaries?)
How well was (insert) being done prior to the project starting?
How has (insert) changed since the project began?
To what extent have the changes in practice that the project aimed to achieve been
implemented?
Was there anything else happening at the same time as the project that helped or
hindered changes in (insert)?
Why do you think those changes occurred in the way that they did?
Do you think the project achieved any benefits (direct or indirect) for either
residents or staff?
Based on your experience, what would you say were the strengths of the project?
What would you say were the weaknesses of the project?
Have the changes been sustained so far? (Follow up – if so, do you think the changes
will be sustained into the future?)
If the project was starting over again, what would you like to see done differently?
Based on your experience, is there anything you would like to add to help me
understand how to implement change within residential aged care?
Prompts
Prompt for clarification: e.g. are you referring to …, can you say that in another way,
could you be more specific?
Prompt for perspectives: e.g. does anyone have another point of view, are there any
other options?
Prompt for rationale: e.g. what are the reasons or evidence supporting your
particular point of view?
Prompt for options: e.g. what alternatives do you have in mind, did you explore any
other options?
Prompt for implications: e.g. what are the pros and cons of that approach?
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Appendix G: Intermediate coding structure
Characteristics of individuals
a sense of identity
attitudes
 fear of getting into trouble
 motivation
 resistance to change
beliefs





beliefs about capabilities
beliefs about consequences
beliefs about residents
permission to act

Intellectual capacity
 knowledge
 literacy
 skills
Consequences
awareness
differences between facilities
help
hinder
implementation progress
seeing the benefits
sustainability
Content of change
evidence for residential care
key processes of care
 assessing residents
 observing
 planning care
 reviewing care
policies and procedures
practice changes
 complexity of care
 prevention
prioritising care
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quality improvement
systems
Inner context of change
communicating within facilities
 conversing about practice
 handing over
culture
daily work
 routines
homophily
language
leadership
levels of change
management support
need for change
resources
 money
 staffing
 time
roles and responsibilities
staff turnover
the framing of care
 person-centred care
Outer context of change
accreditation
ACFI
rurality
Process of change
adapting
auditing and feedback
being on the same page
deciding

Appendices

280

educating
 embedding training in practice
engaging
facilitating
influencing by peers
integrating into daily work
making people accountability
making sense
 making sense as learning
not standing alone
one step at a time
 incremental change
problem solving
reflecting
thinking outside the square
trusting
trying out
working together
People or organisations
allied health
facilitators
facility managers
facility owner
facility staff
 ENs
 Personal carers
 RNs
families
GPs
lead organisation
outside services
residents
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Appendix H: Coding of interview extract
Interview text

Initial coding

Intermediate

Advanced

coding

coding

There was esteem with this

Motivation

Characteristics

Exercising

project because it was national,

Engaging

of individuals

Agency

it was special, it was likely to

Process of

influence what would happen

change

in other facilities. So I think that
helped people stay involved
with it because it was so big
and so important.
And then when the training was

Beliefs about

Characteristics

On Common

on, the training was very self

capabilities

of individuals

Ground

A sense of

Process of
change

Learning by

assuring for people who were
there, of how valuable they are
in the workplace and how, with

identity

Connecting

this little bit of extra

Educating

Exercising

knowledge, you're going to be

Engaging

Agency

even more effective in your role

Making sense

in caring.
And they seem to click onto

Beliefs about

Characteristics

On Common

that really well and take on the

capabilities

of individuals

Ground

Engaging

Process of
change

Learning by

responsibilities of going with
change.

Making sense

Connecting
Exercising
Agency

We had some of that

Beliefs about

Characteristics

Learning by

verbalising in the beginning “I

capabilities

of individuals

Connecting

Engaging

Process of

Exercising

Making sense

change

Agency

don't think I can do it. Are you
sure we've got the time?” Or,
“we don't have the time.” To
now, it is just part of practice.

Question: Did anything in particular, as you described it, help them click onto it?
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Interview text

Initial coding

Intermediate

Advanced

coding

coding

I think it was the knowledge

Beliefs about

Characteristics

Learning by

or the reasoning behind the

consequences

of individuals

Connecting

importance of it or how that

Seeing the

Consequences

was going to improve

benefits

Process of

Making sense

change

Engaging

Inner context of

Framing of care

change

I suppose, the impact for the

Beliefs about

Characteristics

Learning by

staff is that they then would

consequences

of individuals

Connecting

have actually less to do

Seeing the

Consequences

because they wouldn't have

benefits

Process of

Making sense

change

Engaging

Inner context of

Framing of care

change

resident care with this bit of
a change of practice, the
outcomes for the resident
was going to be better.

an aggressive person
because they've got a sore
mouth, a person who's
having nutrition problems
because their dentures don't
fit, or pain because they've
got half a cracked tooth or
an abscess.
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Appendix I: Examples of memos
Reflections at the commencement of intermediate coding28
The issue of 'assessing residents' and then reflecting on the results of that
assessment appears central to much of evidence-based practice in Round 1 –
assessing falls risk, assessing level of pain, level of nutrition, level of oral health and
reflecting on the use of prn medications. The act of assessment appears to be more
of a task than an opportunity to reflect on what the resident needs. The process of
assessment is closely linked to the issue of how care of residents will be planned.
Care planning appears highly structured, rather than continually responsive to the
changing needs of residents.
Leadership is important – it needs to come from somewhere. Usually it is either the
facilitator or the senior clinical manager within the facility. The facilitator doesn't
have to be a registered nurse but the authority that comes with that role helps.
The 'need for change' doesn't appear to be a particular driver, perhaps in part
because the actual changes are relatively small in scope. Continuous, small, changes
seem to suit the industry better than radical change. The one exception is when
dramatic changes are required to meet the accreditation standards.
There are a range of staffing issues that impact on the ability to implement changes –
the mix of staff, the roles and responsibilities of staff, the turnover of staff. The
changes have to 'fit' reasonably well with the knowledge, skills and roles of existing
staff, rather than relying on big changes to knowledge, skills and roles (with the
caveat that the changes to date have been relatively modest).
The 'attributes' of individual staff appear to play an important role, with changes
dependent on their attitude to change, manifested in use of descriptors such as
'enthusiasm', motivation', 'commitment' and 'dedication' although further thought is
required to think through what those different concepts mean and what influence
they have.
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The role of facilitator varies widely and further exploration is needed of what that
role should entail. If staff 'engage' with the change a good facilitator can make
progress without the support of management which suggests that you need two out
of the following three to get anywhere - a good facilitator (with 'good' a mix of their
intrinsic abilities and how well regarded they are by their colleagues); a supportive
manager; supportive, engaged staff.
The process of how staff engage with change is interesting – sometimes it arises
from attending education, sometimes it happens almost automatically because of
their own attitude (enthusiastic etc); sometimes it happens because they see some
benefits from what is happening (good fitting shoes for residents, a pain-free
resident), sometimes greater confidence in their own abilities. This suggests some
important reasons why staff will not engage with what is going on – because of their
individual nature ('it's all about attitude'); because they don't see any benefits for
either themselves or the residents; because they simply don't have the knowledge
and skills to engage (e.g. literacy); because they don't have the confidence to engage
or they don't see it as their role to undertake what is required of them by the change.
The issue of resources continually raises its head but it is difficult to know how
significant it is. Sometimes there is a simple 'road block' because the money is not
available to purchase something; at other times lack of resources manifests itself as
'lack of time' where what is required is a smart way of incorporating what is
required into some heavily structured routines of daily practice.
Many of the changes are small and when someone thinks of the 'how' to make the
change that seems simple as well, but that often seems to require some 'fresh eyes'
or someone with expertise from outside to think of it.
The issue of resources is perhaps better conceptualised as 'capacity' i.e. the capacity
to change. In the day to day running of a facility there does not usually appear to be
much spare capacity (everyone is busy doing something) but unless some thought is
given to how some capacity can be 'released' to make the change then change is less
likely. People and services from 'outside' the facilities can play an important role
here by supporting what goes on 'inside' the facilities and bringing fresh insight into
how change can be made.
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Not standing alone
My thinking about the phrase 'not standing alone' started when coding an interview
where the phrase was used when describing the assistance provided to the
interviewee (the manager of a small facility) by the project leaders. The phrase
struck me as being very powerful and resulted in the creation of the node 'not
standing alone'. Earlier in my analysis I have struggled with the concept of 'support'
such as 'management support' and 'peer support', both of which have appeared in
the data. What does support mean in the context of this research? Support implies
providing something (support) to someone else whereas 'not standing alone' is
more indicative of what the person being supported feels – they are not on their
own. I know in my own career how scary it can feel when you realise you are alone
when trying to deal with something and how much better it feels when you are not
alone.
I think the idea of 'not standing alone' could apply in a number of ways – an
individual staff member feeling that they are not alone when trying some new
practice (their peers are doing the same thing, their manager is supporting the new
practice), an internal facilitator feeling that they are not alone (they can call on the
support of their peers, their manager, the people from the lead organisation etc), a
manager trying to implement a change who can call upon particular staff who will
support the change. When thinking about the issue of leadership when interviewing
people and analysing the data I keep coming back to the idea that you need at least
two people leading change – interviewees tended not to be quite as explicit as that
but it is there in what they said and, also, in those instances when I interviewed
people and they wanted someone else to be there with them because they felt that
the two of them had worked so closely on the project.
One thing to think about is whether 'not standing alone' is the same thing as 'being
on the same page' and 'being onboard', both expressions which have appeared in the
data. This begs the question as to whether there is a concept that captures all three.
Learning and creating knowledge
A significant change in my own thinking is that despite the fact that only small
changes were made to the care delivered to residents this does not necessarily mean
that making those changes is simple – it can be quite complex. An important part of
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that complexity is that knowledge from somewhere else isn't just ‘translated’; it is
often created by the staff. I think (but am not entirely sure) that 'seeing the benefits'
contributes to learning i.e. it is not just the 'seeing' that is important it is making that
link between what has been done and the benefit. In the process of making that link
knowledge is created (need to think about that some more). I have struggled in the
past to come up with a concept that links 'making sense' with 'seeing the benefits'.
Perhaps it is all about learning. One aspect of learning that appears crucial is
grounding education in day-to-day practice.
Conversations, structure and language
It has occurred to me in the course of coding the last few interviews that perhaps
one of the 'tricks' to making evidence-based practice 'work' is successfully
combining the informal with the formal. For example, people seem to like the endof-life care pathways because it provides some structure, can be integrated into dayto-day practice (e.g. used at handovers, placed on the resident's bed), but also acts as
a 'prompt' for discussions with families and between staff. I have coded lots of
material to the conversation node but it seems to me that conversation with
nowhere to go or no structure to support it just becomes a 'chat' that might be nice
but doesn't achieve a lot. Using something like a 'life history' form to gather
information about someone to address the issue of need-driven behaviour is
another example of something formal providing a structure for conversations,
particularly with families.
Another thought – conversation requires a 'common language' not only in terms of
the language that is spoken but also the 'language of care delivery' e.g. personcentred care, a palliative approach. It also requires some level of shared
understanding. Although some sharing of understanding may emerge during a
conversation if the two people are too far apart to start with it becomes too hard.
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Appendix J: Lead organisations – essential ingredients for success
The following table includes the answers given by project leaders in response to the
question - are there any essential ingredients for success (the ‘must have’ or ‘must
do’) of the project? Each row in the table summarises the responses for one project
over the course of the four progress reports submitted by that project.29
Essential ingredients for success
Must understand the health literacy of the workforce and the environment in which they
work.
Ability to engage interested people with a variety of skills (multidisciplinary team) who have
trust and willingness to work together.
Project team must have a service philosophy which is underpinned by enthusiasm and a
collaborative team approach.
Trust and good communication between the key staff.
Sound governance structures.
Regular, clear lines of communication at all levels of the project.
Committed project officers with a sound knowledge of facility procedures and issues faced.
Key drivers to engage project participants, maintain momentum and lead change.
An evaluation team who appreciate the limitations of the project and can adapt evaluation to
suit the project.
Identify evidence-based processes and tools that are readily available, user-friendly and have
intuitive logic in their application (i.e. find and use the best bet that provides the best fit).
Adequate time and resources are necessary to plan, implement and assess the impact of new
strategies to subsequently drive change.
The funded champion position is essential not only in terms of their role within the
organisation and the consortium activities, but also as a demonstration to the organisation
that having such a role, even with a minimal .2 EFT can be effective in implementing change
and how it can be cost effective for organisation to write such a role into key staff position
descriptions to ensure sustainability.
The champion position must be supplemented by assistants as a risk-management strategy
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in larger facilities. A stand alone position leaves organisations open to significant risk of not
being able to manage the implementation process in their organisation.
It is essential to have a dedicated driver within the organisation to implement best practice.
However, we also feel it is essential to have a clear directive identifying tasks and
responsibilities for others in the organisation to support the Champion and effect change
that sustainable. We see this clearly sitting with the Quality Manager or the individual
responsible for quality improvement and should include a multidisciplinary best practice
group representing all levels of staff.
Regular communication, reporting and documentation between all partners within the
project.
Support from management is critical.
Also, it appears important that managers of facilities have volunteered to be involved as this
appears to lead to greater involvement and uptake of activities than in facilities where a
health service has volunteered one of their facilities to participate, without consulting the
actual facility and the manager in much discussion about what the project will involve.
Having an enthusiastic and dedicated resource nurse also appears to be critical.
Regular communication between all members of the project consortium (both within each
organisation and between the different consortium members)
A committed and enthusiastic senior member of the aged care staff to facilitate uptake of the
learning initiatives amongst all staff (loyalty to the team leader seems to engender better
training outcomes and greater compliance with the project goals)
More broadly, the goodwill and commitment of the residents to be ready to undertake
change and assist staff in providing best evidence based options is an absolute requirement.
A committed and knowledgeable project team who are experienced in the delivery of
training and evaluation activities within the specific context of residential aged care is an
important requirement and also seems to influence outcomes (this is currently being
examined as the level of experience and specific knowledge in pain management varied
between the clinical nurse educators/project officer across the different facilities).
Sufficient funding to help cover the increased workload associated with the implementation
of a new quality improvement initiative.
Project team - commitment and team work; effective communication between all team
members; access to relevant expertise.
Participants - committed leadership within facilities; effective communication and team
work; commitment to providing evidence-based practice and care
Ensure the delivery of information, presentations, feedback and training is appropriate for
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target audiences within facilities, due to cultural and linguistic diversity among staff
members.
Remuneration to the facilities needs to be more generous.
High level of communication and engagement with direct care staff and management and
provision of information and educational materials. Need to develop ways of informing
residents and family about changes in treatments.
Recruit a supportive team with leadership and change management skills.
The engagement of the aged care sector and all consortium partners is the essential
ingredient for success. The partnership approach has paid dividends.
We have presented academic focused best practice in simple and user friendly messages
using a minimum of terminology.
To achieve success the project must:
be adequately resourced and administered
be supported by credible, known local leaders
allow time for development of collaborative, trusting and collegial working relationships
allow time for development of understanding of what each partner wants and needs, ability
and willingness to negotiate to achieve this
engage all levels of facility staff, residents and carers
assist facility staff to identify areas of need and opportunities for practice involvement
provide resources and avenues for facilities to act on areas of need
provide continuous feedback on planning and progress towards goals
maintain good communication all along the way – and perseverance to achieve this.
At this point the key ingredients include:
collaboration with the facilities at early inception of the project and as the project is
conducted.
management support that is evident to staff for the project
frequent support and encouragement from the project team to all levels of staff
appointment of project liaisons as one point of communication
reporting back successes to all levels of staff
clarity on how implementing evidence based practice will benefit the residents and their
families.
engagement with key stakeholders both within the organisation and those external such as
general practioners, specialist palliative care services and other health professionals who
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provide expert consultancy.
appointment and training of link nurses to be the key change agents and drivers of palliative
care
enough link nurses to cover all shifts/days of the week including holiday relief.
Effective communication between the project team and the facility managers, champions and
the project trainers.
Collegiality, respect for one another’s contributions, patience and commitment to achieving
the project goals.
Ensuring all staff are ready for change, including the champions, the service and care
managers and the staff, i.e. agreeing to the need for looking more deeply into services and
their impacts on the organisation, residents, families and staff; and agreeing to putting in
some effort into reviewing and improving some services, and being open to suggested
improvements in a range of services for the benefit of residents.
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